
Application for a §1915(c) Home and Community-
Based Services Waiver 

PURPOSE OF THE HCBS WAIVER PROGRAM

The Medicaid Home and Community-Based Services (HCBS) waiver program is authorized in §1915(c) of the Social Security Act. The 
program permits a State to furnish an array of home and community-based services that assist Medicaid beneficiaries to live in the 
community and avoid institutionalization. The State has broad discretion to design its waiver program to address the needs of the waiver’s 
target population. Waiver services complement and/or supplement the services that are available to participants through the Medicaid State 
plan and other federal, state and local public programs as well as the supports that families and communities provide. 

The Centers for Medicare & Medicaid Services (CMS) recognizes that the design and operational features of a waiver program will vary 
depending on the specific needs of the target population, the resources available to the State, service delivery system structure, State goals 
and objectives, and other factors. A State has the latitude to design a waiver program that is cost-effective and employs a variety of service 
delivery approaches, including participant direction of services. 

Request for an Amendment to a §1915(c) Home and Community-Based Services Waiver 

1. Request Information 

A. The State of Texas requests approval for an amendment to the following Medicaid home and community-based services waiver 
approved under authority of §1915(c) of the Social Security Act. 

B. Program Title: 
Medically Dependent Children Program (MDCP) 

C. Waiver Number:TX.0181 
Original Base Waiver Number: TX.0181.90.R3 

D. Amendment Number:TX.0181.R06.02 
E. Proposed Effective Date: (mm/dd/yy)

09/01/18
Approved Effective Date: 09/01/18 
Approved Effective Date of Waiver being Amended: 09/01/17 

2. Purpose(s) of Amendment 

Purpose(s) of the Amendment. Describe the purpose(s) of the amendment:
This amendment request proposes to make the following changes:

Performance measures in appendices D and G are being revised and data sources are being changed from HHSC Utilization Review unit to 
managed care organization’s (MCOs) self-report.

3. Nature of the Amendment 

A. Component(s) of the Approved Waiver Affected by the Amendment. This amendment affects the following component(s) of the 
approved waiver. Revisions to the affected subsection(s) of these component(s) are being submitted concurrently (check each that 
applies):

Component of the Approved Waiver Subsection(s)
 Waiver Application 

 Appendix A – Waiver Administration and Operation 

 Appendix B – Participant Access and Eligibility 

 Appendix C – Participant Services 

  Appendix D – Participant Centered Service Planning and Delivery Quality Improvement

 Appendix E – Participant Direction of Services 

 Appendix F – Participant Rights 

  Appendix G – Participant Safeguards Quality Improvement

 Appendix H 

 Appendix I – Financial Accountability 
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Component of the Approved Waiver Subsection(s)
 Appendix J – Cost-Neutrality Demonstration 

B. Nature of the Amendment. Indicate the nature of the changes to the waiver that are proposed in the amendment (check each that 
applies):

 Modify target group(s) 

 Modify Medicaid eligibility 

 Add/delete services 

 Revise service specifications 

 Revise provider qualifications 

 Increase/decrease number of participants 

 Revise cost neutrality demonstration 

 Add participant-direction of services 

  Other 

Specify:
Performance measures in appendices D and G are being revised and data sources are being changed from HHSC Utilization 
Review unit to managed care organization’s (MCOs) self-report.

Application for a §1915(c) Home and Community-Based Services Waiver 

1. Request Information (1 of 3)

A. The State of Texas requests approval for a Medicaid home and community-based services (HCBS) waiver under the authority of 
§1915(c) of the Social Security Act (the Act). 

B. Program Title (optional - this title will be used to locate this waiver in the finder):
Medically Dependent Children Program (MDCP)

C. Type of Request: amendment 

Requested Approval Period:(For new waivers requesting five year approval periods, the waiver must serve individuals who are 
dually eligible for Medicaid and Medicare.)

 3 years  5 years

Original Base Waiver Number: TX.0181 
Waiver Number:TX.0181.R06.02
Draft ID: TX.008.06.01

D. Type of Waiver (select only one):
Regular Waiver 

E. Proposed Effective Date of Waiver being Amended: 09/01/17 
Approved Effective Date of Waiver being Amended: 09/01/17 

1. Request Information (2 of 3)

F. Level(s) of Care. This waiver is requested in order to provide home and community-based waiver services to individuals who, but 
for the provision of such services, would require the following level(s) of care, the costs of which would be reimbursed under the 
approved Medicaid State plan (check each that applies): 
  Hospital 

Select applicable level of care

 Hospital as defined in 42 CFR §440.10 
If applicable, specify whether the State additionally limits the waiver to subcategories of the hospital level of care:




 Inpatient psychiatric facility for individuals age 21 and under as provided in42 CFR §440.160 
  Nursing Facility 

Select applicable level of care

 Nursing Facility as defined in 42 CFR ��440.40 and 42 CFR ��440.155 
If applicable, specify whether the State additionally limits the waiver to subcategories of the nursing facility level of care:




 Institution for Mental Disease for persons with mental illnesses aged 65 and older as provided in 42 CFR §440.140 
 Intermediate Care Facility for Individuals with Intellectual Disabilities (ICF/IID) (as defined in 42 CFR §440.150) 

If applicable, specify whether the State additionally limits the waiver to subcategories of the ICF/IID level of care:
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


1. Request Information (3 of 3)

G. Concurrent Operation with Other Programs. This waiver operates concurrently with another program (or programs) approved 
under the following authorities
Select one: 

 Not applicable

 Applicable
Check the applicable authority or authorities: 
  Services furnished under the provisions of §1915(a)(1)(a) of the Act and described in Appendix I 

 Waiver(s) authorized under §1915(b) of the Act. 

Specify the §1915(b) waiver program and indicate whether a §1915(b) waiver application has been submitted or previously 
approved: 




Specify the §1915(b) authorities under which this program operates (check each that applies):
 §1915(b)(1) (mandated enrollment to managed care) 

 §1915(b)(2) (central broker) 

 §1915(b)(3) (employ cost savings to furnish additional services) 

 §1915(b)(4) (selective contracting/limit number of providers) 

 A program operated under §1932(a) of the Act. 

Specify the nature of the State Plan benefit and indicate whether the State Plan Amendment has been submitted or 
previously approved: 




 A program authorized under §1915(i) of the Act. 

 A program authorized under §1915(j) of the Act. 

  A program authorized under §1115 of the Act. 

Specify the program: 
STAR Kids (under the authority of 1115) managed care service delivery system model.

H. Dual Eligiblity for Medicaid and Medicare. 
Check if applicable:
  This waiver provides services for individuals who are eligible for both Medicare and Medicaid. 

2. Brief Waiver Description

Brief Waiver Description. In one page or less, briefly describe the purpose of the waiver, including its goals, objectives, organizational 
structure (e.g., the roles of state, local and other entities), and service delivery methods.
The MDCP waiver provides supports to families and primary caregivers of individuals who wish to move from a nursing facility to the 
community or who wish to remain in the community. Without MDCP waiver services, these individuals would require nursing facility or 
hospital care. Texas uses the MDCP waiver to provide services to Texans in the least restrictive environment possible. These environments 
include the member's or a family member's home or a foster family home. 

MDCP strives to support inclusion of children with disabilities in a cost-effective manner through a process that does not supplant the 
family role and to support permanency planning for all program members.  

MDCP strives to:enable children and young adults who are medically dependent to remain safely in their homes;
offer cost-effective alternatives to placement in nursing facilities and hospitals; and support families in their role as the primary caregiver 
for their children and young adults who are medically dependent.  

The Health and Human Services Commission (HHSC) does not provide MDCP waiver services to individuals who are inpatients of a 
nursing facility, hospital or ICF/IID. MDCP waiver services are available in all counties within Texas. HHSC, the single State Medicaid 
Agency, acts as the operating agency for the MDCP waiver.  

HHSC exercises administrative discretion in the administration and supervision of the waiver; adopts rules related to the waiver; directly 
performs financial eligibility determinations for prospective enrollees; develops the reimbursement rate methodology and sets 
reimbursement rates; and conducts Medicaid fair hearings in accordance with 42 Code of Federal Regulations, Part Â§431, Subpart E, and 
as described in Title 1 of the Texas Administrative Code, Part 15, Chapter 357, subchapter A (relating to Uniform Fair Hearing Rules).
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HHSC and its contracted MCOs handle the routine functions necessary to the operation of the waiver. These functions include managing 
waiver enrollment against approved limits; monitoring waiver expenditures against approved levels; conducting level of care evaluation 
activities and authorizing level of care; reviewing individual service plans to ensure that waiver requirements are met; conducting 
utilization management and waiver service authorization functions; enrolling providers and executing the Medicaid provider agreements; 
conducting training and technical assistance concerning waiver requirements; managing individual's enrollment into the waiver; developing 
and administration of rules, policies, procedures and information; and performing quality management functions. HHSC/MCOs do not 
provide direct services.  

HHSCs Medicaid eligibility office determines financial eligibility for MDCP waiver services. An MCO nurse and an HHSC staff person 
determine eligibility for MDCP waiver services. As authorized by and in coordination with HHSC Program Support Unit staff, the MCO 
nurse completes the Screening and Assessment Instrument (SAI) assessment to establish level of need and medical necessity for MDCP 
waiver services. Texas' Medicaid Management Information System (MMIS) contractor calculates the level of need and determines medical 
necessity.

The  MCO service coordinator, the applicant, the applicant's legally authorized representative (LAR) or medical consenter, and other 
persons requested by the applicant or the applicant's LAR, develop a person-directed service plan that addresses respite services to support 
caregivers and help preserve an individual's placement in the community, the hours needed and the level of service needed.  The process 
emphasizes the provision of supports and services necessary to maintain successful integration in the community. 

The ISP describes the medical and other services (regardless of funding source) to be furnished, their frequency, and the provider who will 
furnish each service. Providers deliver all waiver services according to this written ISP. The ISP must have total costs that are within the 
applicable applicant's cost limit. An applicant must meet financial, level of need, and ISP requirements to be eligible for MDCP waiver 
services.

An applicant's MCO service coordinator informs the applicant/member or the applicant's/member's LAR or medical consenter at initial 
enrollment and during each annual reassessment of the consumer directed services (CDS) option and Service Responsibility Option (SRO). 
The MDCP recipient is referred to as a member once a health plan is selected. 

A member or the member's LAR or medical consenter who chooses the traditional service delivery model (i.e., the agency model) chooses 
the provider for each service included in the ISP from those contracted to be part of the MCO provider network.

A member or the member's LAR who chooses the participant-directed service delivery model can self direct one or more of the following 
services: respite care or flexible family support services provided by an attendant; a registered nurse or a licensed vocation nurse; supported 
employment; or employment assistance. The member or the member's LAR is the employer of the individual providers (called the CDS 
employer). 

The CDS employer  must choose a financial management services agency (FMSA) that assists the CDS employer with all aspects of being 
an employer, including assisting the CDS employer to develop a budget for participant-directed services, training the CDS employer on 
employer responsibilities, handling payroll functions on behalf of the CDS employer, and billing HHSC or its designee for services 
provided.

HHSC or its designee contracts with the following provider types: FMSA, Home and Community Support Services Agencies (HCSSA), 
Out-of-Home Respite, and Transition Assistance Services. All providers, including those that directly contract with HHSC or its designee 
or are employees of an MCO provider, must meet the requirements to deliver MDCP waiver services.

3. Components of the Waiver Request

The waiver application consists of the following components. Note: Item 3-E must be completed.

A. Waiver Administration and Operation. Appendix A specifies the administrative and operational structure of this waiver.

B. Participant Access and Eligibility. Appendix B specifies the target group(s) of individuals who are served in this waiver, the 
number of participants that the State expects to serve during each year that the waiver is in effect, applicable Medicaid eligibility and 
post-eligibility (if applicable) requirements, and procedures for the evaluation and reevaluation of level of care.

C. Participant Services. Appendix C specifies the home and community-based waiver services that are furnished through the waiver, 
including applicable limitations on such services.

D. Participant-Centered Service Planning and Delivery. Appendix D specifies the procedures and methods that the State uses to 
develop, implement and monitor the participant-centered service plan (of care).

E. Participant-Direction of Services. When the State provides for participant direction of services, Appendix E specifies the 
participant direction opportunities that are offered in the waiver and the supports that are available to participants who direct their 
services. (Select one): 

 Yes. This waiver provides participant direction opportunities. Appendix E is required.

 No. This waiver does not provide participant direction opportunities. Appendix E is not required.
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F. Participant Rights. Appendix F specifies how the State informs participants of their Medicaid Fair Hearing rights and other 
procedures to address participant grievances and complaints.

G. Participant Safeguards. Appendix G describes the safeguards that the State has established to assure the health and welfare of 
waiver participants in specified areas.

H. Quality Improvement Strategy. Appendix H contains the Quality Improvement Strategy for this waiver.

I. Financial Accountability. Appendix I describes the methods by which the State makes payments for waiver services, ensures the 
integrity of these payments, and complies with applicable federal requirements concerning payments and federal financial 
participation.

J. Cost-Neutrality Demonstration. Appendix J contains the State's demonstration that the waiver is cost-neutral.

4. Waiver(s) Requested

A. Comparability. The State requests a waiver of the requirements contained in §1902(a)(10)(B) of the Act in order to provide the 
services specified in Appendix C that are not otherwise available under the approved Medicaid State plan to individuals who: (a) 
require the level(s) of care specified in Item 1.F and (b) meet the target group criteria specified in Appendix B. 

B. Income and Resources for the Medically Needy. Indicate whether the State requests a waiver of §1902(a)(10)(C)(i)(III) of the Act 
in order to use institutional income and resource rules for the medically needy (select one): 

 Not Applicable

 No

 Yes
C. Statewideness. Indicate whether the State requests a waiver of the statewideness requirements in §1902(a)(1) of the Act (select one): 

 No

 Yes
If yes, specify the waiver of statewideness that is requested (check each that applies): 

 Geographic Limitation. A waiver of statewideness is requested in order to furnish services under this waiver only to 

individuals who reside in the following geographic areas or political subdivisions of the State. 
Specify the areas to which this waiver applies and, as applicable, the phase-in schedule of the waiver by geographic area:




 Limited Implementation of Participant-Direction. A waiver of statewideness is requested in order to make participant-

direction of services as specified in Appendix E available only to individuals who reside in the following geographic areas 
or political subdivisions of the State. Participants who reside in these areas may elect to direct their services as provided by 
the State or receive comparable services through the service delivery methods that are in effect elsewhere in the State.
Specify the areas of the State affected by this waiver and, as applicable, the phase-in schedule of the waiver by geographic 
area:




5. Assurances

In accordance with 42 CFR §441.302, the State provides the following assurances to CMS:

A. Health & Welfare: The State assures that necessary safeguards have been taken to protect the health and welfare of persons 
receiving services under this waiver. These safeguards include: 

1. As specified in Appendix C, adequate standards for all types of providers that provide services under this waiver;

2. Assurance that the standards of any State licensure or certification requirements specified in Appendix C are met for services 
or for individuals furnishing services that are provided under the waiver. The State assures that these requirements are met on 
the date that the services are furnished; and,

3. Assurance that all facilities subject to §1616(e) of the Act where home and community-based waiver services are provided 
comply with the applicable State standards for board and care facilities as specified in Appendix C.

B. Financial Accountability. The State assures financial accountability for funds expended for home and community-based services 
and maintains and makes available to the Department of Health and Human Services (including the Office of the Inspector General), 
the Comptroller General, or other designees, appropriate financial records documenting the cost of services provided under the 
waiver. Methods of financial accountability are specified in Appendix I.
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C. Evaluation of Need: The State assures that it provides for an initial evaluation (and periodic reevaluations, at least annually) of the 
need for a level of care specified for this waiver, when there is a reasonable indication that an individual might need such services in 
the near future (one month or less) but for the receipt of home and community-based services under this waiver. The procedures for 
evaluation and reevaluation of level of care are specified in Appendix B.

D. Choice of Alternatives: The State assures that when an individual is determined to be likely to require the level of care specified for 
this waiver and is in a target group specified in Appendix B, the individual (or, legal representative, if applicable) is:

1. Informed of any feasible alternatives under the waiver; and,

2. Given the choice of either institutional or home and community-based waiver services. Appendix B specifies the procedures 
that the State employs to ensure that individuals are informed of feasible alternatives under the waiver and given the choice of 
institutional or home and community-based waiver services.

E. Average Per Capita Expenditures: The State assures that, for any year that the waiver is in effect, the average per capita 
expenditures under the waiver will not exceed 100 percent of the average per capita expenditures that would have been made under 
the Medicaid State plan for the level(s) of care specified for this waiver had the waiver not been granted. Cost-neutrality is 
demonstrated in Appendix J.

F. Actual Total Expenditures: The State assures that the actual total expenditures for home and community-based waiver and other 
Medicaid services and its claim for FFP in expenditures for the services provided to individuals under the waiver will not, in any year 
of the waiver period, exceed 100 percent of the amount that would be incurred in the absence of the waiver by the State's Medicaid 
program for these individuals in the institutional setting(s) specified for this waiver.

G. Institutionalization Absent Waiver: The State assures that, absent the waiver, individuals served in the waiver would receive the 
appropriate type of Medicaid-funded institutional care for the level of care specified for this waiver.

H. Reporting: The State assures that annually it will provide CMS with information concerning the impact of the waiver on the type, 
amount and cost of services provided under the Medicaid State plan and on the health and welfare of waiver participants. This 
information will be consistent with a data collection plan designed by CMS.

I. Habilitation Services. The State assures that prevocational, educational, or supported employment services, or a combination of 
these services, if provided as habilitation services under the waiver are: (1) not otherwise available to the individual through a local 
educational agency under the Individuals with Disabilities Education Act (IDEA) or the Rehabilitation Act of 1973; and, (2) 
furnished as part of expanded habilitation services.

J. Services for Individuals with Chronic Mental Illness. The State assures that federal financial participation (FFP) will not be 
claimed in expenditures for waiver services including, but not limited to, day treatment or partial hospitalization, psychosocial 
rehabilitation services, and clinic services provided as home and community-based services to individuals with chronic mental 
illnesses if these individuals, in the absence of a waiver, would be placed in an IMD and are: (1) age 22 to 64; (2) age 65 and older 
and the State has not included the optional Medicaid benefit cited in 42 CFR §440.140; or (3) age 21 and under and the State has not 
included the optional Medicaid benefit cited in 42 CFR § 440.160.

6. Additional Requirements

Note: Item 6-I must be completed.

A. Service Plan. In accordance with 42 CFR §441.301(b)(1)(i), a participant-centered service plan (of care) is developed for each 
participant employing the procedures specified in Appendix D. All waiver services are furnished pursuant to the service plan. The 
service plan describes: (a) the waiver services that are furnished to the participant, their projected frequency and the type of provider 
that furnishes each service and (b) the other services (regardless of funding source, including State plan services) and informal 
supports that complement waiver services in meeting the needs of the participant. The service plan is subject to the approval of the 
Medicaid agency. Federal financial participation (FFP) is not claimed for waiver services furnished prior to the development of the 
service plan or for services that are not included in the service plan.

B. Inpatients. In accordance with 42 CFR §441.301(b)(1)(ii), waiver services are not furnished to individuals who are in-patients of a 
hospital, nursing facility or ICF/IID.

C. Room and Board. In accordance with 42 CFR §441.310(a)(2), FFP is not claimed for the cost of room and board except when: (a) 
provided as part of respite services in a facility approved by the State that is not a private residence or (b) claimed as a portion of the 
rent and food that may be reasonably attributed to an unrelated caregiver who resides in the same household as the participant, as 
provided in Appendix I. 

D. Access to Services. The State does not limit or restrict participant access to waiver services except as provided in Appendix C. 

E. Free Choice of Provider. In accordance with 42 CFR §431.151, a participant may select any willing and qualified provider to 
furnish waiver services included in the service plan unless the State has received approval to limit the number of providers under the 
provisions of §1915(b) or another provision of the Act. 
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Last Name: 

Montalbano

First Name: 

F. FFP Limitation. In accordance with 42 CFR §433 Subpart D, FFP is not claimed for services when another third-party (e.g., another 
third party health insurer or other federal or state program) is legally liable and responsible for the provision and payment of the 
service. FFP also may not be claimed for services that are available without charge, or as free care to the community. Services will 
not be considered to be without charge, or free care, when (1) the provider establishes a fee schedule for each service available and 
(2) collects insurance information from all those served (Medicaid, and non-Medicaid), and bills other legally liable third party 
insurers. Alternatively, if a provider certifies that a particular legally liable third party insurer does not pay for the service(s), the 
provider may not generate further bills for that insurer for that annual period. 

G. Fair Hearing: The State provides the opportunity to request a Fair Hearing under 42 CFR §431 Subpart E, to individuals: (a) who 
are not given the choice of home and community-based waiver services as an alternative to institutional level of care specified for this 
waiver; (b) who are denied the service(s) of their choice or the provider(s) of their choice; or (c) whose services are denied, 
suspended, reduced or terminated. Appendix F specifies the State's procedures to provide individuals the opportunity to request a 
Fair Hearing, including providing notice of action as required in 42 CFR §431.210. 

H. Quality Improvement. The State operates a formal, comprehensive system to ensure that the waiver meets the assurances and other 
requirements contained in this application. Through an ongoing process of discovery, remediation and improvement, the State assures 
the health and welfare of participants by monitoring: (a) level of care determinations; (b) individual plans and services delivery; (c) 
provider qualifications; (d) participant health and welfare; (e) financial oversight and (f) administrative oversight of the waiver. The 
State further assures that all problems identified through its discovery processes are addressed in an appropriate and timely manner, 
consistent with the severity and nature of the problem. During the period that the waiver is in effect, the State will implement the 
Quality Improvement Strategy specified in Appendix H. 

I. Public Input. Describe how the State secures public input into the development of the waiver:
HHSC distributed the MDCP amendment Tribal Notification to the tribal representatives on April 2, 2018, in compliance with the 
60-day federal and state requirements. The Tribal Notification provided contact information to request copies of the amendment, 
provide comments, and request information from the State via email, mail, or telephone. The State provides copies free of charge. 
The State has not received any comments from the tribal representatives.  Additionally, the tribes are provided with the States 
monthly waiver reports, which include upcoming changes to all 1915(c), 1915(b) and 1115 waivers. 

The Public Notice of Intent (PNI) for the MDCP amendment was published in the Texas Register 
(http://www.sos.state.tx.us/texreg/index.shtml)on April 13, 2018, allowing a 30-day comment period in compliance with federal and 
state requirements. The Texas Register is published weekly and is the journal of state agency rulemaking for Texas. In addition to 
activities related to rules, the Texas Register publishes various public notices including attorney general opinions, gubernatorial 
appointments, state agency requests for proposals and other documents, and it is used regularly by stakeholders. HHSC publishes all 
Medicaid waiver submissions in the Texas Register in addition to many other notices. The publication is available online and in 
hard copy at the Texas State Library and Archives Commission, the State Law Library, the Legislative Reference Library located in 
the State Capitol building, and the University of North Texas libraries. All of these sites are located in Austin, except for the 
University of North Texas, which is located in Denton. Printed copies of the Texas Register are also available through paid 
subscription; subscribers include cities, counties, and public libraries throughout the state. The PNI provided contact information to 
request copies of the amendment, provide comments, and request information from the State via email, mail, or telephone. The State 
provides copies free of charge.

HHSC also sent a request to the HHSC Office of Social Services to distribute notice of the amendment to the local eligibility offices 
with instructions to post the notice in public areas on April 12, 2018. 

HHSC posted the amendment draft on the HHSC website at https://hhs.texas.gov/doing-business-hhs/provider-portals/long-term-
care-providers/medically-dependent-children-program-mdcp and 
https://hhs.texas.gov/services/health/medicaid-chip/programs/star-kids on April 20, 2018.

J. Notice to Tribal Governments. The State assures that it has notified in writing all federally-recognized Tribal Governments that 
maintain a primary office and/or majority population within the State of the State's intent to submit a Medicaid waiver request or 
renewal request to CMS at least 60 days before the anticipated submission date is provided by Presidential Executive Order 13175 of 
November 6, 2000. Evidence of the applicable notice is available through the Medicaid Agency. 

K. Limited English Proficient Persons. The State assures that it provides meaningful access to waiver services by Limited English 
Proficient persons in accordance with: (a) Presidential Executive Order 13166 of August 11, 2000 (65 FR 50121) and (b) Department 
of Health and Human Services "Guidance to Federal Financial Assistance Recipients Regarding Title VI Prohibition Against 
National Origin Discrimination Affecting Limited English Proficient Persons" (68 FR 47311 - August 8, 2003). Appendix B
describes how the State assures meaningful access to waiver services by Limited English Proficient persons. 

7. Contact Person(s)

A. The Medicaid agency representative with whom CMS should communicate regarding the waiver is:
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Kathi

Title: 

Manager, Policy Development Support

Agency: 

Texas Health and Human Services Commission

Address: 

4900 North Lamar Blvd.

Address 2: 

Mail Code:  H-620

City: 

Austin

State: Texas

Zip: 

78751

Phone: 

(512) 730-7409 Ext: TTY

Fax: 

(512) 487-3403

E-mail: 

kathi.montalbano@hhsc.state.tx.us

Last Name: 

First Name: 

Title: 

Agency: 

Address: 

Address 2: 

City: 

State: Texas

Zip: 

Phone: 

Ext: TTY

Fax: 

E-mail: 

B. If applicable, the State operating agency representative with whom CMS should communicate regarding the waiver is:
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Signature: Courtney Pool

State Medicaid Director or Designee

Submission Date: Aug 10, 2018

Note: The Signature and Submission Date fields will be automatically completed when the State 
Medicaid Director submits the application.

Last Name: 

Pool

First Name: 

Courtney

Title: 

Waiver Team Coordinator

Agency: 

HHSC

Address: 

4900 N Lamar Blvd

Address 2: 

City: 

Austin

State: Texas

Zip: 

78751

Phone: 

(512) 424-6889 Ext: TTY

Fax: 

(512) 487-3403

E-mail: 

courtney.pool@hhsc.state.tx.us

8. Authorizing Signature

This document, together with the attached revisions to the affected components of the waiver, constitutes the State's request to amend its 
approved waiver under §1915(c) of the Social Security Act. The State affirms that it will abide by all provisions of the waiver, including the 
provisions of this amendment when approved by CMS. The State further attests that it will continuously operate the waiver in accordance 
with the assurances specified in Section V and the additional requirements specified in Section VI of the approved waiver. The State certifies 
that additional proposed revisions to the waiver request will be submitted by the Medicaid agency in the form of additional waiver 
amendments.

Attachments

Attachment #1: Transition Plan
Check the box next to any of the following changes from the current approved waiver. Check all boxes that apply.

Replacing an approved waiver with this waiver.

Combining waivers.

Splitting one waiver into two waivers.

Eliminating a service.

Adding or decreasing an individual cost limit pertaining to eligibility.

Adding or decreasing limits to a service or a set of services, as specified in Appendix C.

Reducing the unduplicated count of participants (Factor C).
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Adding new, or decreasing, a limitation on the number of participants served at any point in time.

Making any changes that could result in some participants losing eligibility or being transferred to another waiver under 1915

(c) or another Medicaid authority.
Making any changes that could result in reduced services to participants.

Specify the transition plan for the waiver: 




Attachment #2: Home and Community-Based Settings Waiver Transition Plan
Specify the state's process to bring this waiver into compliance with federal home and community-based (HCB) settings requirements at 42 
CFR 441.301(c)(4)-(5), and associated CMS guidance. 
Consult with CMS for instructions before completing this item. This field describes the status of a transition process at the point in time of 
submission. Relevant information in the planning phase will differ from information required to describe attainment of milestones. 
To the extent that the state has submitted a statewide HCB settings transition plan to CMS, the description in this field may reference that 
statewide plan. The narrative in this field must include enough information to demonstrate that this waiver complies with federal HCB 
settings requirements, including the compliance and transition requirements at 42 CFR 441.301(c)(6), and that this submission is consistent 
with the portions of the statewide HCB settings transition plan that are germane to this waiver. Quote or summarize germane portions of the 
statewide HCB settings transition plan as required. 
Note that Appendix C-5 HCB Settings describes settings that do not require transition; the settings listed there meet federal HCB setting 
requirements as of the date of submission. Do not duplicate that information here. 
Update this field and Appendix C-5 when submitting a renewal or amendment to this waiver for other purposes. It is not necessary for the 
state to amend the waiver solely for the purpose of updating this field and Appendix C-5. At the end of the state's HCB settings transition 
process for this waiver, when all waiver settings meet federal HCB setting requirements, enter "Completed" in this field, and include in 
Section C-5 the information on all HCB settings in the waiver. 

Texas assures the settings transition plan included with this waiver renewal will be subject to any provisions or requirements included 
in  Texas's approved Statewide Transition Plan. Texas will implement any required changes upon approval of the Statewide Transition Plan 
and will make conforming changes to its waiver when it submits the next amendment or renewal.

MDCP Settings Transition Plan

Rule Overview
The Centers for Medicare & Medicaid Services (CMS) issued a final rule for home and community-based settings, effective March 17, 
2014. Under 42 CFR §441.301, states must meet new requirements for home and community-based services and supports. The new rule 
defines requirements for the person-centered planning process; person-centered service plan; review of the person-centered service plan; 
qualities for home and community-based settings; assurances of compliance with the requirements; and transition plans to achieve 
compliance with the requirements. The rule also identifies settings that are not home and community-based.

Each state that operates a waiver under 1915(c) or a State Plan Amendment (SPA) under 1915(i) of the Social Security Act that was in 
effect on or before March 17, 2014, is required to file a Statewide Transition Plan, hereinafter referred to as the Statewide Settings 
Transition Plan. The Statewide Settings Transition Plan must be filed within 120 days of the first waiver renewal or amendment that is 
submitted to CMS after the effective date of the rule (March 17, 2014), but not later than March 17, 2015. The Statewide Settings 
Transition Plan must either provide assurances of compliance with 42 CFR §441.301 or set forth the actions that Texas will take to bring 
each 1915(c) Home and Community-Based Service (HCBS) waiver and 1915(i) State Plan Amendment into compliance, and detail how 
Texas will continue to operate all 1915(c) HCBS waivers and 1915(i) SPAs in accordance with the new requirements.  

MDCP Waiver

Texas administers the Medically Dependent Children Program (MDCP) that provides home and community-based services to support 
families caring for children who are medically dependent as an alternative to institutional care in Medicaid-certified nursing facilities. 
Recipients must live in their own home, their family’s home or a foster care home.

A comprehensive list of settings for MDCP Waiver services follows:
(a) Respite services are subject to the limitations found in §51.231 of this chapter (relating to Service Limitations). 
(b) An individual may receive in-home respite services if necessary to provide relief for the primary caregiver for a period when the 
primary caregiver normally provides uncompensated care. 
  (1) In-home respite services must be authorized in the individual's IPC before delivery. 
  (2) In-home respite services are provided: 
    (A) in the individual's home or foster home; or 
    (B) in community settings, including a park, a respite provider's home, or a relative's home. 
(c) An individual who resides in the individual's own home or a foster home may receive out-of- home respite services if ordered by the 
individual's practitioner. 
  (1) Out-of-home respite services must be provided in a DADS contracted: 
    (A) hospital; 
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    (B) special care facility; 
    (C) licensed nursing facility; 
    (D) camp; or 
    (E) child day care facility. 
  (2) An out-of-home respite facility must: 
    (A) allow an individual to take any adaptive aids the individual is using to the out-of-home respite facility; and 
    (B) deliver services: 
      (i) as authorized on the IPC before being delivered; and 
      (ii) in accordance with the applicable licensure requirements for the out-of-home respite facility. 
(d) Flexible family support services. Flexible family support services must be authorized on the IPC before being delivered. Flexible family 
support services may only be provided to an individual while: 
  (1) a primary caregiver is working, attending job training, or attending school; and 
  (2) the individual, because of the individual's disability, needs direct care services that help the individual participate in child care, post-
secondary education, employment, independent living, or support the individual's move to an independent living situation.

Supported Employment and Employment assistance may be performed at the individual’s home, prospective place of employment or place 
of employment. The prospective place of employment or place of employment must be in the individual’s home or at a work setting in 
which individuals without disabilities are employed.

Adaptive aides are provided in the individual's home or foster home; or in community settings, including a park, a respite provider's home, 
or a relative's home. The adaptive aids can be taken with the individual to use in out of home respite settings such as a hospital, special care 
facility, licensed nursing facility, camp, or child day care facility. 

Minor home modifications are provided in the individual's home or foster home.

Transition assistance service is provided in the individual's home or foster home.

Settings Transition Plan" (which was taken from the Texas Settings Transition Plan) was posted on the DADS website in November 
2014.  MDCP Waiver Amendment 3 was published on April 23, 2015 for public comment and public input in accordance with the process 
described above and in the Main Module, Section 6 I, of the Application.
DADS concluded from the first phase of the assessment process that continued assessment of settings for compliance with federal 
requirements is indicated. The settings assessment document, titled "Impact of Federal HCBS Rules on DADS 1915 (c) Waiver Process," is 
posted on the DADS website at:   
http://www.dads.state.tx.us/providers/HCBS/hcbs- settingsassessment.pdf allowing ongoing input on the assessment process. The Texas 
Health & Human Services Commission (HHSC) website (http://www.hhsc.state.tx.us/medicaid/hcbs/index.shtml) also links to the DADS 
website to support access to the assessment documents.

In addition, Texas has implemented the following public input strategy, aimed at achieving optimum public input:
- Stakeholder education webinars: DADS conducted two webinars on September 11 and September 14, 2014, to provide all stakeholders an 
opportunity to learn about the new regulations prior to the October 13, 2014 open meeting held in Austin.
- Stakeholder meetings: On October 13, 2014, Texas held an open stakeholder meeting in Austin providing all stakeholders the opportunity 
to provide input on the new regulations. The meeting was also webcast to allow for greater participation across Texas.  Texas accepted 
public testimony on waiver specific preliminary settings transition plans and additional recommendations for improving the assessment 
process for all of the 1915(c) waivers.

- Electronic notices: Texas posted the Statewide Settings Transition Plan on agency websites and in the Texas Register in November 2014. 
The DADS assessments were also posted on the agency website. The preliminary transition plans for several of the waivers, including 
MDCP, were posted in the Texas Register and on the agency websites.
- Feedback mechanism: Dedicated electronic mail boxes and websites for HHSC and DADS are available to provide information about the 
new rules and accept feedback. The websites and the option to make comments will remain active throughout the transition and Texas will 
take any comments received into consideration, until the Texas completes the transition. Texas websites are located at the following:
http://www.hhsc.state.tx.us/medicaid/hcbs/index.shtml 
http://www.dads.state.tx.us/providers/HCBS/index.cfm 
- Presentations at statutorily mandated committees: Texas regularly provides updates to the following groups and offers them opportunities 
to comment on ongoing assessment and remediation activities:
-Promoting Independence Advisory Committee: comprised of individuals receiving services, advocacy organizations, and providers across 
target populations.
-Employment First Task Force: comprised of advocates and providers interested in employment issues.
-Texas Council on Autism and Pervasive Developmental Disorders: comprised of parents of individuals with autism and professionals.
-IDD Redesign Advisory Committee: comprised of individuals receiving services, advocacy organizations and providers.
- Presentations at agency workgroups: The agencies also have agency-established workgroups comprised of advocates and providers whose 
purpose is to examine ongoing rule and policy issues. Staff will provide updates on HCBS transition activities and provide the workgroup 
members the opportunity to provide comments.
- Presentations at conferences: Provider associations hold annual conferences and Texas staff have been invited to speak at these 
conferences. This provides access to a large number of providers for purposes of education, coordination and input regarding changes being 
made to rules and policy.
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For more information or to obtain free copies of the Statewide Settings Transition Plan, you may contact Kathi Montalbana by mail at 
Texas Health and Human Services Commission, P.O. Box 13247, Mail Code H-370, Austin, Texas, 78711-3247 phone (512)730-7409, fax 
(512) 730-7472 or by email at TX-_Medicaid_Waivers@hhsc.state.tx.us.

Timeline of MDCP Settings Transition Plan
*Represents milestone activities

ASSESSMENT OF MDCP WAIVER SETTINGS

* Phase I: March 2014 - September 2014
1)  Texas (HHSC and DADS) staff system/internal review of rules and policies and oversight processes governing the waivers.
2)  Texas staff identification of areas in which policy and rules appeared to be silent or in contradiction with new HCBS rules.
3)  Texas staff review of the assessment results and finalizing the internal assessment.
4)  July 2014:  System/internal assessment results posted on the DADS website for public input. HHSC website is linked to the DADS 
website.
5)  Consider and modify assessment based upon ongoing public input (e.g., stakeholder groups.) 

* Phase  II: September 2014 - December 2015
1)  October 2014:  Recommendations from stakeholders provided at the October 13, 2014, meeting and webcast will be considered and 
appropriate changes made.
2)  November 2014 – December 2014:  Public notice and comment period for the Texas Statewide Settings Transition Plan which includes 
the MDCP settings transition plan.
3) * December 2014:  Submission of Texas Statewide Settings Transition Plan to CMS.
4)  *July 2015 (after the close of the legislative session) through December 2015: 
Survey representative sample of providers using a self-assessment tool based on the new HCBS requirements. Provider self-assessments 
will be verified by a representative sample of participant surveys.
5)  *July 2015 (after the close of the legislative session) through December 2015: Hold additional stakeholder meetings providing 
individuals receiving services and providers an opportunity to provide input on the assessment and MDCP Settings Transition Plan.
6)  July 2015 (after the close of the legislative session) through December 2015:  Texas will continue to refine the MDCP Settings 
Transition Plan and settings assessment based on public input.
7)  Texas will update the assessment after completion of the entire assessment phase.
The update to the assessment will be posted on the agency websites. If, as a result of the assessment, there was a change in assessment 
findings, or Texas has added additional remedial action and milestones, Texas will submit an amendment or modification to the transition 
plan, after the required public notice and comment period.

Phase III:  January 2015 - May 2016
1) January 2015 – May 2016: DADS will survey a representative sample of non-residential providers (including employment service 
providers) to ascertain whether providers are in compliance with CMS guidance

2) July 2015 – May 2016: A representative sample of provider self-assessments will be verified by a representative sample of participant 
surveys.
PUBLIC NOTICE AND INPUT 
1)  July 2014:  Preliminary Settings Transition Plan for MDCP available for public comment through posting in the Texas Register.

2)  July 2014:  Preliminary Settings Transition Plan for MDCP available for public comment through posting on the DADS website. HCBS 
Transition Plan for MDCP can be found at http://www.dads.state.tx.us/providers/communications/alerts/mdcp_transitionplan.pdf . 
3)  *July 2014 – September 2014: Internal assessment document outlining compliance and non-compliance with settings requirements 
across all 1915(c) waivers operated by DADS posted for public input. 
http://www.dads.state.tx.us/providers/communications/alerts/index.cfm?PageNum_alist=4&ftype=MDCP 
4)  July 2014 continuing through the end of the transition period: Presentations to statutorily mandated committees and agency workgroups 
that have provider and advocate membership will continue throughout the assessment process. Stakeholders will have multiple 
opportunities to provide input.
5) August 2014 continuing through the end of the transition period: Presentations at provider association annual conferences.
6) September 2014 continuing through the end of the transition period: DADS HCBS website and electronic mailbox is available to collect 
stakeholder input and allow public comment on Texas's activities toward compliance with the settings requirements.
7) September 2014 continuing through the end of the transition period: HHSC HCBS website and electronic mailbox is available to collect 
stakeholder input and allow public comment on Texas's activities toward compliance with the settings requirements.
8) *October 2014: A public stakeholder meeting provided individuals with an opportunity to contribute feedback on the assessment 
process, the Preliminary Settings Transition Plans posted thus far, and implementation of the settings transition plans to all of the 1915(c) 
waivers and the 1115 demonstration waiver.
9) November 2014 continuing through the end of the transition period: Internal assessment document outlining compliant and non-
compliant settings requirements for MDCP waiver posted for public input.
10) *November 2014 – December 2014: The Texas Statewide Settings Transition Plan posted for public comment. Two forms of public 
notice were utilized: notice in the Texas Register and on the HHSC and DADS websites. The Texas Statewide Settings Transition Plan can 
be found at http://www.dads.state.tx.us/providers/HCBS/transitionplans/StatewideTransitionPlan.pdf.
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11) April 2015- May 2015: The MDCP Settings Transition Plan posted for public comment. The following forms of public notice were 
utilized: notice in the Texas Register, on the DADS website, and a request sent to the HHSC Office of Social Services to distribute notice 
of the amendment to 290 local eligibility offices with instructions to post the notice in public areas.
12) Ongoing through the end of the transition period: Texas may implement additional stakeholder communications as such opportunities 
are identified.
13) Once the assessment phase is completed, if the assessment has resulted in a change in the findings or added specific remedial action and 
milestones to a waiver, Texas will incorporate the public notice and input process into the appropriate submissions to CMS. 
Texas websites are located at the following:

http://www.dads.state.tx.us/providers/HCBS/index.cfm 

REMEDIATION OF MDCP WAIVER SETTINGS
1) November 2014 – January 2016: Deliver educational webinars for MDCP providers about new HCBS guidelines.
2) December 2014 – May 2016:  Review and include appropriate revisions to the MDCP setting transition plan. 
3)  April 2016 – May 2016:  Public notice and public comment period for review of the revised MDCP settings transition plan to be 
included in waiver update to be submitted June 2016.
4) June 2016: Submit MDCP amendment updating the MDCP Setting Transition Plan with appropriate changes based on public input after 
the required public notice.
5) December 2015 – September  2016:  Amend MDCP program rules and Chapter 49 contracting rules governing employment services to 
ensure the services comply with the new HCBS guidelines. Stakeholder input is actively solicited during the rule making process.
6) April 2016 –   September 2016:  Revise the MDCP policy manual, including rights and responsibilities forms/publications to further 
outline HCBS requirements for all settings referenced in the rule that are applicable to this waiver, specifically,  those settings in which 
employment and employment assistance are provided.
7) June 2016 – September 2016:  Coordinate the ongoing monitoring of HCBS requirements with HHSC as MDCP is scheduled to 
transition into managed care effective 9-1-16.
Texas staff posted the MDCP Waiver Amendment 3 on the MDCP Waiver page on the DADS website 
http://www.dads.state.tx.us/providers/txhml/ on April 23, 2015. 

No comments were received during this public comment period.

Additional Needed Information (Optional)

Provide additional needed information for the waiver (optional): 

Within 30 days of CMS approving TX0181.06.00, the state will submit a timeline listing proposed activities and goal-dates to work toward 
the submission of an amendment application. The state will submit the amendment application within 6 months of the 0181.06.00 approval 
date addressing the QIS issues

Appendix A: Waiver Administration and Operation

1. State Line of Authority for Waiver Operation. Specify the state line of authority for the operation of the waiver (select one): 

 The waiver is operated by the State Medicaid agency. 

Specify the Medicaid agency division/unit that has line authority for the operation of the waiver program (select one): 

 The Medical Assistance Unit.

Specify the unit name:
Medicaid and CHIP Division
(Do not complete item A-2)

 Another division/unit within the State Medicaid agency that is separate from the Medical Assistance Unit.

Specify the division/unit name. This includes administrations/divisions under the umbrella agency that has been identified 
as the Single State Medicaid Agency.




(Complete item A-2-a).

 The waiver is operated by a separate agency of the State that is not a division/unit of the Medicaid agency.

Specify the division/unit name:



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In accordance with 42 CFR §431.10, the Medicaid agency exercises administrative discretion in the administration and 
supervision of the waiver and issues policies, rules and regulations related to the waiver. The interagency agreement or 
memorandum of understanding that sets forth the authority and arrangements for this policy is available through the Medicaid 
agency to CMS upon request. (Complete item A-2-b).

Appendix A: Waiver Administration and Operation

2. Oversight of Performance.

a. Medicaid Director Oversight of Performance When the Waiver is Operated by another Division/Unit within the State 
Medicaid Agency. When the waiver is operated by another division/administration within the umbrella agency designated as 
the Single State Medicaid Agency. Specify (a) the functions performed by that division/administration (i.e., the 
Developmental Disabilities Administration within the Single State Medicaid Agency), (b) the document utilized to outline the 
roles and responsibilities related to waiver operation, and (c) the methods that are employed by the designated State Medicaid 
Director (in some instances, the head of umbrella agency) in the oversight of these activities: 
As indicated in section 1 of this appendix, the waiver is not operated by another division/unit within the State 
Medicaid agency. Thus this section does not need to be completed. 




b. Medicaid Agency Oversight of Operating Agency Performance. When the waiver is not operated by the Medicaid agency, 
specify the functions that are expressly delegated through a memorandum of understanding (MOU) or other written 
document, and indicate the frequency of review and update for that document. Specify the methods that the Medicaid agency 
uses to ensure that the operating agency performs its assigned waiver operational and administrative functions in accordance 
with waiver requirements. Also specify the frequency of Medicaid agency assessment of operating agency performance: 
As indicated in section 1 of this appendix, the waiver is not operated by a separate agency of the State. Thus this 
section does not need to be completed. 




Appendix A: Waiver Administration and Operation

3. Use of Contracted Entities. Specify whether contracted entities perform waiver operational and administrative functions on behalf 
of the Medicaid agency and/or the operating agency (if applicable) (select one): 

 Yes. Contracted entities perform waiver operational and administrative functions on behalf of the Medicaid agency 
and/or operating agency (if applicable).
Specify the types of contracted entities and briefly describe the functions that they perform. Complete Items A-5 and A-6.:
The State's contracted Medicaid Management Information System functions as a Professional Review Organization, and is 
responsible for processing medical necessity and level of care assessments, including the determination of medical necessity 
and level of care.

The Health and Human Services Commission's (HHSC) contracted Managed Care Organizations (MCOs)conduct functional, 
medical necessity and level of care assessments for Medically Dependent Children Program (MDCP) services; engage in 
person-centered service planning with MDCP members; contract with MDCP service providers; provide billing support and 
technical assistance to MDCP service providers; and submit payments to providers.

Per 42 C.F.R. Part 438 Subpart E, the state contracts with an external quality review organization to conduct analyses and 
evaluations of aggregated information on quality, timeliness, and access to the health care services that an MCO or its 
contractors furnish to Medicaid beneficiaries. The external quality review organization conducts external quality reviews of the 
STAR Health (the State's foster care managed care program) and STAR Kids MCOs on behalf of HHSC.  MDCP waiver 
participants receive delivery of their services through either the STAR Kids or the STAR Health programs.

 No. Contracted entities do not perform waiver operational and administrative functions on behalf of the Medicaid 
agency and/or the operating agency (if applicable).

Appendix A: Waiver Administration and Operation

4. Role of Local/Regional Non-State Entities. Indicate whether local or regional non-state entities perform waiver operational and 
administrative functions and, if so, specify the type of entity (Select One):

 Not applicable 

 Applicable - Local/regional non-state agencies perform waiver operational and administrative functions.
Check each that applies:

 Local/Regional non-state public agencies perform waiver operational and administrative functions at the local or regional 

level. There is an interagency agreement or memorandum of understanding between the State and these agencies that 
sets forth responsibilities and performance requirements for these agencies that is available through the Medicaid agency.
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Specify the nature of these agencies and complete items A-5 and A-6:




 Local/Regional non-governmental non-state entities conduct waiver operational and administrative functions at the local 

or regional level. There is a contract between the Medicaid agency and/or the operating agency (when authorized by the 
Medicaid agency) and each local/regional non-state entity that sets forth the responsibilities and performance requirements 
of the local/regional entity. The contract(s) under which private entities conduct waiver operational functions are available 
to CMS upon request through the Medicaid agency or the operating agency (if applicable).

Specify the nature of these entities and complete items A-5 and A-6:




Appendix A: Waiver Administration and Operation

5. Responsibility for Assessment of Performance of Contracted and/or Local/Regional Non-State Entities. Specify the state 
agency or agencies responsible for assessing the performance of contracted and/or local/regional non-state entities in conducting 
waiver operational and administrative functions:
HHSC is responsible for assessing the performance of the State's contracted MCOs, external quality review organization and 
Medicaid Management Information System.

Appendix A: Waiver Administration and Operation

6. Assessment Methods and Frequency. Describe the methods that are used to assess the performance of contracted and/or 
local/regional non-state entities to ensure that they perform assigned waiver operational and administrative functions in accordance 
with waiver requirements. Also specify how frequently the performance of contracted and/or local/regional non-state entities is 
assessed:
Performance assessment of the State's contracted MCOs is an ongoing process.  HHSC monitors the State's contracted Medicaid 
MCOs’ performance using the same oversight processes as those employed for the State's other Medicaid contracts. 

For example, HHSC monitors MCO compliance with: contracts; the Uniform Managed Care Manual (UMCM); Texas Government 
Code Chapters 533 (relating to the Medicaid managed care program) and 531 (relating to the Health and Human Services 
Commission); and Title 1 of the Texas Administrative Code, Part 15, Chapters 353 (relating to Medicaid managed care) and 354 
(relating to Medicaid health services), as applicable.  HHSC's major activities include monitoring of service delivery, provider 
networks, claims processing, deliverables, marketing, and other administrative requirements.  Monitoring of service delivery 
includes evaluating and trending provider and member complaints, appeals and service coordination, MCO call center services, 
claims processes, and encounters.  Monitoring provider networks involves analyzing MCO provider data and geographic access 
reports, and includes review of provider turnover rates, network panel status reports, and provider directories.  HHSC also assists 
with the resolution of complex issues; facilitates internal and external stakeholder meetings; obtains and develops policy 
clarifications; resolves encounter data and premium payment issues; and clarifies contract requirements.  HHSC staff review MCO 
marketing and training materials, member scripts, and Provider Manuals.  

MCOs report specific data to HHSC each fiscal quarter. HHSC compiles this information by MCO, program, and service 
area.  Each MCO may have multiple quarterly reports, which are used for monitoring purposes.  These reports capture data on the 
following elements: 

• Enrollment; 
•       Provider network status  

• Member hotline, behavioral health crisis hotline, and provider hotline performance; 
• MCO complaints and appeals (member and provider); 
• Complaints received by state agencies (member and provider);
• Claims; and  
• Encounter reconciliation. 

While the MCO is the initial point of contact to address member or provider concerns, HHSC will assist with issues that have been 
escalated to HHSC.  Inquiries and complaints are referred to HHSC from a variety of sources including elected officials, the Office 
of the Ombudsman, and other agencies and departments.  Provider inquiries and complaints are received directly from providers 
through the HHSC STAR Kids dedicated email address.  HHSC also receives information on cases that have been overturned on 
appeal to track and address any issues in which it appears MCOs may have denied services inappropriately.

Based on findings from monthly and quarterly self-reported performance data, onsite visits, member or other complaints, financial 
status, and any other source, HHSC may impose or pursue one or more of the following remedies for each item of material non-
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compliance in accordance with the appropriate managed care contract:

• Corrective action plan
• Assessment of liquidated damages;
• Accelerated monitoring of the MCO, which includes more frequent or extensive monitoring by HHSC;
• Requiring additional financial or programmatic reports to be submitted by the MCO;
• Requiring additional or more detailed financial or programmatic audits or other reviews of the MCO;
• Terminating or declining to renew or extend an MCO contract;
• Appointing temporary MCO management under the circumstances described in 42 CFR §438.706;
• Suspending member enrollment;
• Withholding or recouping payment to the MCO; and
• Requiring forfeiture of all or part of the MCO’s performance bond.

HHSC determines the scope and severity of the remedy on a case-by-case basis.

In addition to the monitoring by HHSC, the Balanced Budget Act of 1997 requires state Medicaid agencies to provide an annual 
external independent review of quality outcomes, timeliness of services, and access to services provided by a Medicaid MCO (this 
includes STAR Health and STAR Kids MCOs). To comply with this requirement, and to provide HHSC with data analysis and 
information to effectively manage its Medicaid managed care programs, HHSC contracts with an external quality review 
organization.  In collaboration with the external quality review organization, HHSC evaluates, assesses, monitors, guides, and 
directs the Medicaid managed care programs and organizations for the State. Since 2002, Texas has contracted with the University 
of Florida’s Institute on Child Health Policy to conduct external quality review organization activities.

The Institute of Child Health Policy performs the following three CMS-required functions:
• Validation of performance improvement projects.
• Validation of performance measures.
• A review to determine MCO compliance with federal Medicaid managed care regulations.

The Institute of Child Health Policy also conducts focused quality of care studies, performs encounter data validation and 
certification, assesses member satisfaction, provides assistance with rate setting activities, and completes other reports and data 
analysis as requested by HHSC. The external quality review organization develops studies, surveys, or other analytical approaches 
to assess enrollee’s quality and outcomes of care and to identify opportunities for MCO improvement. To facilitate these activities, 
HHSC ensures that the Institute of Child Health Policy has access to enrollment, health care claims and encounter, and pharmacy 
data. HHSC also ensures access to immunization registry data. The MCOs collaborate with the Institute of Child Health Policy to 
ensure medical records are available for focused clinical reviews. This process is completed in compliance with the Health 
Information Portability Accountability Act (HIPAA).  

The State contracts with the Medical Management Information System to determine medical necessity for applicants/members in 
accordance with State requirements. Medical necessity is determined based on information on the assessment form completed by 
the MCO nurse. HHSC monitors the medical necessity determinations and is monitored on a monthly basis utilizing performance 
data based on the number of approvals and denials of medical necessity. This monitoring is part of the overall management of the 
State's Medical Information System contractor activities.

HHSC has staff that is solely dedicated to the management of the State's Medical Management Information contract.  Performance 
assessment of the State's contracted Medical Management Information is an ongoing process.  HHSC monitors the State's contracted 
Medical Management Inforamtion performance using the same oversight processes as those employed for other State Medicaid 
contracts. For example, the State's Medical Managment Information System contract requires the vendor to submit a quality plan to 
the State on a yearly basis that specifies how the vendor will review and implement quality assurance techniques and tools to deliver 
quality services and meet performance standards as required under the contract.  All requirements under the contract are assigned to 
state staff for monitoring. There are multiple HHSC staff members that monitor every requirement. HHSC staff members are 
required to report monitoring in the Medicaid Contract Administration Tracking System. The frequency is determined by risk 
assessment of group requirements in a functional area, based on specific factors or as specified in the contract language and/or key 
requirement status, to provide performance based outcomes. Generally requirements are monitored monthly, quarterly or based on a 
triggering event. A triggering event is event-related that does not necessarily occur on a particular schedule, like weekly or monthly. 
An example of this is the requirement of the State's contracted Medical Management Information Sy is to report to HHSC if an 
operational problem occurs.

The State's contracted Medical Management Information System, like other HHSC contracts, contains a number of financial and 
quality incentives that provide a framework for analyzing the State's contracted Medical Managment Information Systems 
performance. Failure of the State's contracted MMIS to achieve specific performance goals can lead to liquidated damages or other 
HHSC remedies.

Appendix A: Waiver Administration and Operation

7. Distribution of Waiver Operational and Administrative Functions. In the following table, specify the entity or entities that have 
responsibility for conducting each of the waiver operational and administrative functions listed (check each that applies):
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In accordance with 42 CFR §431.10, when the Medicaid agency does not directly conduct a function, it supervises the performance 
of the function and establishes and/or approves policies that affect the function. All functions not performed directly by the Medicaid 
agency must be delegated in writing and monitored by the Medicaid Agency. Note: More than one box may be checked per item. 
Ensure that Medicaid is checked when the Single State Medicaid Agency (1) conducts the function directly; (2) supervises the 
delegated function; and/or (3) establishes and/or approves policies related to the function.

Function Medicaid Agency Contracted Entity

Participant waiver enrollment 

Waiver enrollment managed against approved limits 

Waiver expenditures managed against approved levels  

Level of care evaluation  

Review of Participant service plans  

Prior authorization of waiver services  

Utilization management 

Qualified provider enrollment  

Execution of Medicaid provider agreements  

Establishment of a statewide rate methodology  

Rules, policies, procedures and information development governing the waiver program 

Quality assurance and quality improvement activities  

Appendix A: Waiver Administration and Operation
Quality Improvement: Administrative Authority of the Single State Medicaid Agency

As a distinct component of the State’s quality improvement strategy, provide information in the following fields to detail the State’s methods 
for discovery and remediation. 

a. Methods for Discovery: Administrative Authority 
The Medicaid Agency retains ultimate administrative authority and responsibility for the operation of the waiver program by 
exercising oversight of the performance of waiver functions by other state and local/regional non-state agencies (if appropriate) 
and contracted entities. 

i. Performance Measures 

For each performance measure the State will use to assess compliance with the statutory assurance, complete the 
following. Performance measures for administrative authority should not duplicate measures found in other appendices of 
the waiver application. As necessary and applicable, performance measures should focus on:
◾ Uniformity of development/execution of provider agreements throughout all geographic areas covered by the waiver
◾ Equitable distribution of waiver openings in all geographic areas covered by the waiver
◾ Compliance with HCB settings requirements and other new regulatory components (for waiver actions submitted on or 

after March 17, 2014)

Where possible, include numerator/denominator.

For each performance measure, provide information on the aggregated data that will enable the State to analyze and assess 
progress toward the performance measure. In this section provide information on the method by which each source of data is 
analyzed statistically/deductively or inductively, how themes are identified or conclusions drawn, and how recommendations 
are formulated, where appropriate.

ii. If applicable, in the textbox below provide any necessary additional information on the strategies employed by the State to 
discover/identify problems/issues within the waiver program, including frequency and parties responsible.




b. Methods for Remediation/Fixing Individual Problems 
i. Describe the State’s method for addressing individual problems as they are discovered. Include information regarding 

responsible parties and GENERAL methods for problem correction. In addition, provide information on the methods used by 
the State to document these items. 
If an MCO fails to meet a performance expectation, standard, schedule, or other contract requirement, the managed care 
contracts give HHSC the authority to use a variety of remedies, including: 
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• Corrective action plans
• Assessment of liquidated damages;
• Accelerated monitoring of the MCO, which includes more frequent or extensive monitoring by HHSC;
• Requiring additional financial or programmatic reports to be submitted by the MCO;
• Requiring additional or more detailed financial or programmatic audits or other reviews of the MCO;
• Terminating or declining to renew or extend an MCO contract;
• Appointing temporary MCO management under the circumstances described in 42 CFR §438.706;
• suspending member enrollment;
• Withholding or recouping payment to the MCO; and
• Requiring forfeiture of all or part of the MCO’s performance bond.

ii. Remediation Data Aggregation 
Remediation-related Data Aggregation and Analysis (including trend identification) 

Responsible Party(check each that applies):
Frequency of data aggregation and analysis

(check each that applies):

  State Medicaid Agency  Weekly 

 Operating Agency  Monthly 

 Sub-State Entity  Quarterly 

 Other 

Specify:




  Annually 

 Continuously and Ongoing 

 Other 

Specify:




c. Timelines 
When the State does not have all elements of the Quality Improvement Strategy in place, provide timelines to design methods for 
discovery and remediation related to the assurance of Administrative Authority that are currently non-operational.

 No

 Yes
Please provide a detailed strategy for assuring Administrative Authority, the specific timeline for implementing identified 
strategies, and the parties responsible for its operation.




Appendix B: Participant Access and Eligibility
B-1: Specification of the Waiver Target Group(s)

a. Target Group(s). Under the waiver of Section 1902(a)(10)(B) of the Act, the State limits waiver services to one or more groups or 
subgroups of individuals. Please see the instruction manual for specifics regarding age limits. In accordance with 42 CFR §441.301
(b)(6), select one or more waiver target groups, check each of the subgroups in the selected target group(s) that may receive services 
under the waiver, and specify the minimum and maximum (if any) age of individuals served in each subgroup:

Target Group Included Target SubGroup Minimum Age
Maximum Age

Maximum Age 
Limit

No Maximum Age 
Limit

 Aged or Disabled, or Both - General 

Aged

Disabled (Physical)

Disabled (Other)

  Aged or Disabled, or Both - Specific Recognized Subgroups 

Brain Injury

HIV/AIDS

Medically Fragile
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Target Group Included Target SubGroup Minimum Age
Maximum Age

Maximum Age 
Limit

No Maximum Age 
Limit

 0 20

Technology Dependent

 Intellectual Disability or Developmental Disability, or Both 

Autism

Developmental Disability

Intellectual Disability

 Mental Illness 

Mental Illness

Serious Emotional Disturbance

b. Additional Criteria. The State further specifies its target group(s) as follows: 




c. Transition of Individuals Affected by Maximum Age Limitation. When there is a maximum age limit that applies to individuals 
who may be served in the waiver, describe the transition planning procedures that are undertaken on behalf of participants affected by 
the age limit (select one):

 Not applicable. There is no maximum age limit

 The following transition planning procedures are employed for participants who will reach the waiver's maximum 
age limit.

Specify:

Most individuals who receive Medically Dependent Children Program (MDCP) services through either the STAR Kids or 
STAR Health managed care model will be served in the STAR+PLUS managed care model after they turn 21 and may be 
eligible to receive STAR+PLUS Home and Community Based Services authorized under 1115 Transformation Waiver 
(referred to as the STAR+PLUS Waiver Program).  Some MDCP members may experience an imporivement in health status 
which would result in a loss of medical necessity.  Others may not longer meet financial eligibility criteria for Medicaid.  Thus, 
the State has indicated "most members" transition to STAR+PLUS and receive STAR+PLUS Home and Community Based 
Services.  Transition planning begins one year before the MDCP member's 21st birthday.  One year prior to transition, the 
Managed Care Organization (MCO) explains the STAR+PLUS program benefits including STAR+PLUS Home and 
Community Based Servics and other specific information related to the transition and the enrolloment process into 
STAR+PLUS.  The Health and Human Services Commission (HHSC) monitors the Transition Report for individuals enrolled 
in MDCP who will be transitioning out of MDCP at the end of the month of their 21st birthday.  HHSC uupdates the Transition 
report quarterly.  Nine months prior to the individual's 21st birthday, the HHSC Program Support Unit sends the member the 
initial transition letter, along with a STAR+PLUS enrollment packet (including the STAR+PLUS MCO list and comparision 
chart).  The letter serves as an introduction to the process and advises the member that the Program Support Unit staff will 
contact them within 30 days to discuss the transition process and review the enrollment packet.  Six months prior to the 
individual's 21st birthday, the HHSC Program Support Unit staff contacts the individual and reviews the STAR+PLUS Waiver 
enrollment packet discussed at the 9-month  contact.  In addition, HHSC Program Support Unit staff explain the importance of 
selecting an MCO and a primary care physician within the next 30-days.  Once the STAR+PLUS MCO is selected, the MCO 
has 45-days to assess the member and submit a service plan to HHSC.  To avoid gaps in services, HHSC staff works closely 
with the STAR+PLUS program MCO during the assessment and development phase.  The STAR+PLUS MCO provides 
biweekly status updates to the HHSC Utilization Review Transition/High Needs Coordinator on all high needs transition cases.

Appendix B: Participant Access and Eligibility
B-2: Individual Cost Limit (1 of 2)

a. Individual Cost Limit. The following individual cost limit applies when determining whether to deny home and community-based 
services or entrance to the waiver to an otherwise eligible individual (select one). Please note that a State may have only ONE 
individual cost limit for the purposes of determining eligibility for the waiver: 

 No Cost Limit. The State does not apply an individual cost limit. Do not complete Item B-2-b or item B-2-c.

 Cost Limit in Excess of Institutional Costs. The State refuses entrance to the waiver to any otherwise eligible individual when 
the State reasonably expects that the cost of the home and community-based services furnished to that individual would exceed 
the cost of a level of care specified for the waiver up to an amount specified by the State. Complete Items B-2-b and B-2-c.
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The limit specified by the State is (select one)

 A level higher than 100% of the institutional average. 

Specify the percentage:

 Other 

Specify:




 Institutional Cost Limit. Pursuant to 42 CFR 441.301(a)(3), the State refuses entrance to the waiver to any otherwise eligible 
individual when the State reasonably expects that the cost of the home and community-based services furnished to that 
individual would exceed 100% of the cost of the level of care specified for the waiver. Complete Items B-2-b and B-2-c.

 Cost Limit Lower Than Institutional Costs. The State refuses entrance to the waiver to any otherwise qualified individual 
when the State reasonably expects that the cost of home and community-based services furnished to that individual would 
exceed the following amount specified by the State that is less than the cost of a level of care specified for the waiver. 

Specify the basis of the limit, including evidence that the limit is sufficient to assure the health and welfare of waiver 
participants. Complete Items B-2-b and B-2-c.

The State refuses entrance to the waiver to an otherwise qualified individual when the State expects that the cost of home and 
community-based services furnished to the individual would exceed 50 percent of the institutional average as of August 31, 
2010.   This waiver is intended to serve persons who can continue to live in their own or family home if the supports of their 
informal networks are augmented with basic services and supports through the waiver. Given the history of the population's 
service utilization, the cost limit of 50 percent of the institutional average as of August 31, 2010, allows flexibility for their 
service needs.

The State calculates nursing facility rates by Resource Utilization Groups due to differences in consumer acuity levels.

The individual cost limits are available in the STAR Kids handbook (http:hhs.texas.gov/laws-regulations/handbooks).

The cost limit specified by the State is (select one): 

 The following dollar amount: 

Specify dollar amount:

The dollar amount (select one)

 Is adjusted each year that the waiver is in effect by applying the following formula: 

Specify the formula:




 May be adjusted during the period the waiver is in effect. The State will submit a waiver amendment to 
CMS to adjust the dollar amount. 

 The following percentage that is less than 100% of the institutional average: 

Specify percent:

 Other: 

Specify:

The limit is 50 percent of the institutional average as of August 31, 2010.

Appendix B: Participant Access and Eligibility
B-2: Individual Cost Limit (2 of 2)
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b. Method of Implementation of the Individual Cost Limit. When an individual cost limit is specified in Item B-2-a, specify the 
procedures that are followed to determine in advance of waiver entrance that the individual's health and welfare can be assured within 
the cost limit: 

The waiver is designed to provide services and supports that are essential to allow members to continue to reside in their own home, 
foster home, or in their family home. Members are anticipated to have an established natural support system. The waiver provides 
supports needed beyond what is provided through the state plan and the member's natural support system. 

Using a person-centered planning approach, a service plan is developed during the enrollment process, by:  the applicant or the 
applicant's legally authorized representative or medical consenter, the MCO service coordinator; and any other person who 
participates in the applicant's care, such as a primary caregiver, a service provider, a representative of the school system, or other 
third party resource. The service plan must include a description of the current natural supports and non-waiver services that will be 
available to the applicant if enrolled in the waiver and a description of the waiver services and supports required for the applicant to 
continue living in his or her own home, foster home, or family's home. The applicant or the applicant's legally authorized 
representative or medical consenter has the opportunity to review recommended services and make choices regarding the service 
plan. The MCO service coordinator informs the applicant or the applicant's legally representative or medical consenter of the 
consequences of service choices, including cost implications.  The applicant or the applicant's legally authorized representative or 
medical consenter, the applicant's practitioner, and the MCO service coordinator must sign the completed service plan form prior to 
implementation and certify that the waiver services are necessary as an alternative to institutionalization and appropriate to meet the 
needs of the waiver member in the community.

The applicant/member or the applicant's/member's legally authorized representative or medical consenter may request an HHSC fair 
hearing or an MCO internal appeal to dispute the denial or reduction of services, including a denial because the service plan exceeds 
the individual cost limit, in accordance with Title 1 of the Texas Administrative Code, Part 15, Chapter 357, Subchapter A (relating 
to uniform fair hearing rules). The procedures for an HHSC fair hearing are provided within the waiver application in Appendix F, 
Participant Rights.

The applicant/member or the applicant's/member's legally authorized representative or medical consenter is also informed of and 
given the opportunity to request administrative and judicial review of an HHSC fair hearing final administrative decision in 
accordance with Title 1 of the Texas Administrative Code, Part 15, Chapter 357, Subchapter R.

c. Participant Safeguards. When the State specifies an individual cost limit in Item B-2-a and there is a change in the participant's 
condition or circumstances post-entrance to the waiver that requires the provision of services in an amount that exceeds the cost limit 
in order to assure the participant's health and welfare, the State has established the following safeguards to avoid an adverse impact 
on the participant (check each that applies): 

 The participant is referred to another waiver that can accommodate the individual's needs. 

 Additional services in excess of the individual cost limit may be authorized. 

Specify the procedures for authorizing additional services, including the amount that may be authorized: 




  Other safeguard(s) 

Specify:

A member must have an service plan at a cost within the cost limit (50 percent of institutional average as of August 31, 2010). 
For MDCP members with needs that exceed the cost limit, the State has a process to
ensure their needs are met. The process includes maximizing the use of State Plan services; examining third- party resources; 
possible transition to another waiver; or institutional services.

The applicant/member or the applicant's/member's legally authorized representative or medical consenter will be informed of 
and given the opportunity to request an HHSC fair hearing in accordance with Title 1 of the Texas Administrative Code, Part 
15, Chapter 357, Subchapter A (relating to uniform fair hearing rules), if the State proposes to terminate the member's waiver 
eligibility. The procedures for a HHSC fair hearing are provided within the waiver application in Appendix F, Participant 
Rights.

The applicant/member or the applicant's/member's legally authorized representative or medical consenter will also be informed 
of and given the opportunity to request administrative and judicial review of an HHSC fair hearing decision in accordance with 
Title 1 of the Texas Administrative Code, Part 15, Chapter 357, Subchapter R (relating to judicial and administrative review of 
hearings), if the State proposes to terminate the applicant/member's eligibility.

Appendix B: Participant Access and Eligibility
B-3: Number of Individuals Served (1 of 4)
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a. Unduplicated Number of Participants. The following table specifies the maximum number of unduplicated participants who are 
served in each year that the waiver is in effect. The State will submit a waiver amendment to CMS to modify the number of 
participants specified for any year(s), including when a modification is necessary due to legislative appropriation or another reason. 
The number of unduplicated participants specified in this table is basis for the cost-neutrality calculations in Appendix J: 

Table: B-3-a
Waiver Year Unduplicated Number of Participants

Year 1 6831

Year 2 6831

Year 3 6831

Year 4 6831

Year 5 6831

b. Limitation on the Number of Participants Served at Any Point in Time. Consistent with the unduplicated number of participants 
specified in Item B-3-a, the State may limit to a lesser number the number of participants who will be served at any point in time 
during a waiver year. Indicate whether the State limits the number of participants in this way: (select one): 

 The State does not limit the number of participants that it serves at any point in time during a waiver year.

 The State limits the number of participants that it serves at any point in time during a waiver year.

The limit that applies to each year of the waiver period is specified in the following table:

Table: B-3-b

Waiver Year
Maximum Number of Participants Served At 

Any Point During the Year

Year 1 6000

Year 2 6000

Year 3 6000

Year 4 6000

Year 5 6000

Appendix B: Participant Access and Eligibility
B-3: Number of Individuals Served (2 of 4)

c. Reserved Waiver Capacity. The State may reserve a portion of the participant capacity of the waiver for specified purposes (e.g., 
provide for the community transition of institutionalized persons or furnish waiver services to individuals experiencing a crisis) 
subject to CMS review and approval. The State (select one): 

 Not applicable. The state does not reserve capacity.

 The State reserves capacity for the following purpose(s).
Purpose(s) the State reserves capacity for:

Purposes

Promoting Independence/Money Follows the Person

Appendix B: Participant Access and Eligibility
B-3: Number of Individuals Served (2 of 4)

Purpose (provide a title or short description to use for lookup):

Promoting Independence/Money Follows the Person

Purpose (describe):
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Texas' Promoting Independence/Money Follows the Person program began in 2001.  This program helps individuals 
living in a nursing facility return to the community to receive their long-term services and supports without having to 
be placed on a community services interest list. The target population is individuals who are residents of a nursing 
facility and are enrolled in Medicaid.

Describe how the amount of reserved capacity was determined:

The State reserves capacity for this target group in accordance with state legislative appropriations.

The capacity that the State reserves in each waiver year is specified in the following table:

Waiver Year Capacity Reserved

Year 1 3802

Year 2 3802

Year 3 3802

Year 4 3802

Year 5 3802

Appendix B: Participant Access and Eligibility
B-3: Number of Individuals Served (3 of 4)

d. Scheduled Phase-In or Phase-Out. Within a waiver year, the State may make the number of participants who are served subject to a 
phase-in or phase-out schedule (select one): 

 The waiver is not subject to a phase-in or a phase-out schedule.

 The waiver is subject to a phase-in or phase-out schedule that is included in Attachment #1 to Appendix B-3. This 
schedule constitutes an intra-year limitation on the number of participants who are served in the waiver.

e. Allocation of Waiver Capacity.

Select one:

 Waiver capacity is allocated/managed on a statewide basis.

 Waiver capacity is allocated to local/regional non-state entities.

Specify: (a) the entities to which waiver capacity is allocated; (b) the methodology that is used to allocate capacity and how 
often the methodology is reevaluated; and, (c) policies for the reallocation of unused capacity among local/regional non-state 
entities:




f. Selection of Entrants to the Waiver. Specify the policies that apply to the selection of individuals for entrance to the waiver: 

When appropriations do not support demand, all individuals who are under 21 years of age seeking waiver services are placed on an 
interest list. The individual must provide contact information when requesting to be placed on the interest list and must be a Texas 
resident to be eligible for entry into the program, with the exception of individuals who are temporarily out of the state due to 
military assignments. HHSC maintains an up-to-date interest list and assigns an individual's placement on the interest list 
chronologically. If an individual seeking entrance into MDCP meets the criteria for the reserved capacity group, they bypass the 
interest list as long as there are reserved waiver capacity slots available.

If an applicant is a military family member living outside of Texas and claimed Texas as his or her state of residency prior to joining 
the military, the applicant cannot be denied an interest list offer while he or she is living outside Texas during his or her family's 
time of military service.  If the applicant who is a military family member is offered enrollment while he or she is living outside of 
TExas during military servive, the applicant shall retain his or her poistion on the interest list for up to one year after his or h er 
family's militay service ends. 

Periodically, HHSC prospectively forecasts whether MDCP slots will become available in future months. If HHSC forecasts that 
MDCP slots will be available, HHSC also estimates the number of individuals that will be able to enroll into MDCP by taking into 
account currently vacant slots as well as future slots anticipated to become vacant through attrition. Based upon the estimated 
number of slots that will become vacant as well as the historical "take up" rate (the percentage of individuals released from the 
MDCP interest list who ultimately are successfully enrolled in the program), HHSC authorizes a certain number of individuals to be 
"released" from the interest list and assessed for eligibility into the waiver. HHSC then contacts these individuals, in the order in 
which the individual's name appears on the interest list and offers a slot for MDCP.  If the individual wants to apply for MDCP, 
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HHSC begins the MDCP eligibility determination process at least 30 days before an MDCP slot is forecasted to be available. If an 
individual is no longer interested in applying for MDCP or is determined ineligible for MDCP, HHSC removes the name of the 
individual from the interest list. An individual can be enrolled in other home and community-based services waivers and receiving 
services and also be on the MDCP interest list and conversely, an member can receive services through the MDCP waiver and also 
be on other home and community-based service waiver interest lists.

If the applicant is denied waiver enrollment, the applicant or the applicant's LAR will be informed of and given the opportunity to 
request an HHSC fair hearing in accordance with Title 1 of the Texas Administrative Code, Part 15, Chapter 357, Subchapter A 
(relating to uniform fair hearing rules). The procedures for an HHSC fair hearing are provided within the waiver application in 
Appendix F, Participant Rights.

If an applicant is denied waiver enrollment based on diagnosis, medical necessity or other functional eligibility requirements, an 
HHSC representative will notify the applicant that, if he or she chooses, his or her name will be placed on one or more other waiver 
program's interest list, using his or her original MDCP interest list request date. If the applicant requests his or her name be added to 
another list, the HHSC representative will contact the appropriate interest list authority and direct the interest list authority to place 
the individual's name on the program's interest list, using his or her original interest list request date.

Appendix B: Participant Access and Eligibility
B-3: Number of Individuals Served - Attachment #1 (4 of 4)

Answers provided in Appendix B-3-d indicate that you do not need to complete this section. 

Appendix B: Participant Access and Eligibility
B-4: Eligibility Groups Served in the Waiver

a.
1. State Classification. The State is a (select one): 

 §1634 State

 SSI Criteria State

 209(b) State

2. Miller Trust State.
Indicate whether the State is a Miller Trust State (select one): 

 No

 Yes

b. Medicaid Eligibility Groups Served in the Waiver. Individuals who receive services under this waiver are eligible under the 
following eligibility groups contained in the State plan. The State applies all applicable federal financial participation limits under the 
plan. Check all that apply: 

Eligibility Groups Served in the Waiver (excluding the special home and community-based waiver group under 42 CFR §435.217)

 Low income families with children as provided in §1931 of the Act 

  SSI recipients 

 Aged, blind or disabled in 209(b) states who are eligible under 42 CFR §435.121 

 Optional State supplement recipients 

 Optional categorically needy aged and/or disabled individuals who have income at: 

Select one:

 100% of the Federal poverty level (FPL) 

 % of FPL, which is lower than 100% of FPL. 

Specify percentage:

  Working individuals with disabilities who buy into Medicaid (BBA working disabled group as provided in §1902(a)(10)

(A)(ii)(XIII)) of the Act) 
 Working individuals with disabilities who buy into Medicaid (TWWIIA Basic Coverage Group as provided in §1902(a)

(10)(A)(ii)(XV) of the Act) 
 Working individuals with disabilities who buy into Medicaid (TWWIIA Medical Improvement Coverage Group as 

provided in §1902(a)(10)(A)(ii)(XVI) of the Act) 
 Disabled individuals age 18 or younger who would require an institutional level of care (TEFRA 134 eligibility group as 

provided in §1902(e)(3) of the Act) 
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 Medically needy in 209(b) States (42 CFR §435.330) 

 Medically needy in 1634 States and SSI Criteria States (42 CFR §435.320, §435.322 and §435.324) 

  Other specified groups (include only statutory/regulatory reference to reflect the additional groups in the State plan that 

may receive services under this waiver) 

Specify:

• Title IV-E Adoption Assistance Children: 42 CFR 435.145 
• Mandatory Parents and Caretakers Relatives 42 CFR 435.110
• Pregnant Women and Children 42 CFR 435.116
• Children 42 CFR 435.118
• Deemed Newborns:1902(e)(4); 42 CFR 435.117
• Individuals Who Would be Eligible for SSI/SSP but for OASDI COLA Increases Since April  
  1977:
  1939(a)(5)(E); 42 CFR 435.135; Section 503 of P.L. 94-566
• Disabled Adult Children: 1634(c)
• Children with Non-IV-E Adoption Assistance: 1902(a)(10)(A)(ii)(VIII); 42 CFR 435.227
• Independent Foster Care Adolescents Under Age 21: 1902(a)(10)(A)(ii)(XVII); 1905(w)

Special home and community-based waiver group under 42 CFR §435.217) Note: When the special home and community-based 
waiver group under 42 CFR §435.217 is included, Appendix B-5 must be completed

 No. The State does not furnish waiver services to individuals in the special home and community-based waiver group 
under 42 CFR §435.217. Appendix B-5 is not submitted.

 Yes. The State furnishes waiver services to individuals in the special home and community-based waiver group under 42 
CFR §435.217. 

Select one and complete Appendix B-5.

 All individuals in the special home and community-based waiver group under 42 CFR §435.217 

 Only the following groups of individuals in the special home and community-based waiver group under 42 CFR 
§435.217 

Check each that applies:

  A special income level equal to: 

Select one:

 300% of the SSI Federal Benefit Rate (FBR)

 A percentage of FBR, which is lower than 300% (42 CFR §435.236) 

Specify percentage: 

 A dollar amount which is lower than 300%. 

Specify dollar amount: 
 Aged, blind and disabled individuals who meet requirements that are more restrictive than the SSI program 

(42 CFR §435.121) 
 Medically needy without spenddown in States which also provide Medicaid to recipients of SSI (42 CFR 

§435.320, §435.322 and §435.324) 
 Medically needy without spend down in 209(b) States (42 CFR §435.330) 

 Aged and disabled individuals who have income at: 

Select one:

 100% of FPL 

 % of FPL, which is lower than 100%. 

Specify percentage amount:
 Other specified groups (include only statutory/regulatory reference to reflect the additional groups in the State 

plan that may receive services under this waiver) 

Specify:
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


Appendix B: Participant Access and Eligibility
B-5: Post-Eligibility Treatment of Income (1 of 7)

In accordance with 42 CFR §441.303(e), Appendix B-5 must be completed when the State furnishes waiver services to individuals in the 
special home and community-based waiver group under 42 CFR §435.217, as indicated in Appendix B-4. Post-eligibility applies only to the 
42 CFR §435.217 group.

a. Use of Spousal Impoverishment Rules. Indicate whether spousal impoverishment rules are used to determine eligibility for the 
special home and community-based waiver group under 42 CFR §435.217: 

Note: For the five-year period beginning January 1, 2014, the following instructions are mandatory. The following box should be 
checked for all waivers that furnish waiver services to the 42 CFR §435.217 group effective at any point during this time period.
  Spousal impoverishment rules under §1924 of the Act are used to determine the eligibility of individuals with a 

community spouse for the special home and community-based waiver group. In the case of a participant with a 
community spouse, the State uses spousal post-eligibility rules under §1924 of the Act. 
Complete Items B-5-e (if the selection for B-4-a-i is SSI State or §1634) or B-5-f (if the selection for B-4-a-i is 209b State) and 
Item B-5-g unless the state indicates that it also uses spousal post-eligibility rules for the time periods before January 1, 2014 or 
after December 31, 2018.

Note: The following selections apply for the time periods before January 1, 2014 or after December 31, 2018 (select one).

 Spousal impoverishment rules under §1924 of the Act are used to determine the eligibility of individuals with a 
community spouse for the special home and community-based waiver group. 

In the case of a participant with a community spouse, the State elects to (select one): 

 Use spousal post-eligibility rules under §1924 of the Act. 
(Complete Item B-5-b (SSI State) and Item B-5-d)

 Use regular post-eligibility rules under 42 CFR §435.726 (SSI State) or under §435.735 (209b State) 
(Complete Item B-5-b (SSI State). Do not complete Item B-5-d)

 Spousal impoverishment rules under §1924 of the Act are not used to determine eligibility of individuals with a 
community spouse for the special home and community-based waiver group. The State uses regular post-eligibility rules 
for individuals with a community spouse. 
(Complete Item B-5-b (SSI State). Do not complete Item B-5-d)

Appendix B: Participant Access and Eligibility
B-5: Post-Eligibility Treatment of Income (2 of 7)

Note: The following selections apply for the time periods before January 1, 2014 or after December 31, 2018.

b. Regular Post-Eligibility Treatment of Income: SSI State.

The State uses the post-eligibility rules at 42 CFR 435.726. Payment for home and community-based waiver services is reduced by 
the amount remaining after deducting the following allowances and expenses from the waiver participant's income:

i. Allowance for the needs of the waiver participant (select one):

 The following standard included under the State plan

Select one:

 SSI standard

 Optional State supplement standard

 Medically needy income standard

 The special income level for institutionalized persons

(select one):

 300% of the SSI Federal Benefit Rate (FBR)

 A percentage of the FBR, which is less than 300%

Specify the percentage:
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 A dollar amount which is less than 300%.

Specify dollar amount:

 A percentage of the Federal poverty level

Specify percentage:

 Other standard included under the State Plan

Specify:




 The following dollar amount

Specify dollar amount: If this amount changes, this item will be revised.

 The following formula is used to determine the needs allowance:

Specify:




 Other

Specify:




ii. Allowance for the spouse only (select one): 

 Not Applicable (see instructions)

 SSI standard

 Optional State supplement standard

 Medically needy income standard

 The following dollar amount: 

Specify dollar amount: If this amount changes, this item will be revised.

 The amount is determined using the following formula: 

Specify:




iii. Allowance for the family (select one):

 Not Applicable (see instructions)

 AFDC need standard

 Medically needy income standard

 The following dollar amount:

Specify dollar amount: The amount specified cannot exceed the higher of the need standard for a family of 
the same size used to determine eligibility under the State's approved AFDC plan or the medically needy income 
standard established under 42 CFR §435.811 for a family of the same size. If this amount changes, this item will be 
revised.

 The amount is determined using the following formula:

Specify:




 Other
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Specify:




iv. Amounts for incurred medical or remedial care expenses not subject to payment by a third party, specified in 42 
§CFR 435.726:

a. Health insurance premiums, deductibles and co-insurance charges
b. Necessary medical or remedial care expenses recognized under State law but not covered under the State's Medicaid 

plan, subject to reasonable limits that the State may establish on the amounts of these expenses.

Select one:

 Not Applicable (see instructions)Note: If the State protects the maximum amount for the waiver participant, not 
applicable must be selected.

 The State does not establish reasonable limits.

 The State establishes the following reasonable limits 

Specify:




Appendix B: Participant Access and Eligibility
B-5: Post-Eligibility Treatment of Income (3 of 7)

Note: The following selections apply for the time periods before January 1, 2014 or after December 31, 2018.

c. Regular Post-Eligibility Treatment of Income: 209(B) State.

Answers provided in Appendix B-4 indicate that you do not need to complete this section and therefore this section is not 
visible. 

Appendix B: Participant Access and Eligibility
B-5: Post-Eligibility Treatment of Income (4 of 7)

Note: The following selections apply for the time periods before January 1, 2014 or after December 31, 2018.

d. Post-Eligibility Treatment of Income Using Spousal Impoverishment Rules 

The State uses the post-eligibility rules of §1924(d) of the Act (spousal impoverishment protection) to determine the contribution of a 
participant with a community spouse toward the cost of home and community-based care if it determines the individual's eligibility 
under §1924 of the Act. There is deducted from the participant's monthly income a personal needs allowance (as specified below), a 
community spouse's allowance and a family allowance as specified in the State Medicaid Plan. The State must also protect amounts 
for incurred expenses for medical or remedial care (as specified below). 

Answers provided in Appendix B-5-a indicate that you do not need to complete this section and therefore this section is not 
visible. 

Appendix B: Participant Access and Eligibility
B-5: Post-Eligibility Treatment of Income (5 of 7)

Note: The following selections apply for the five-year period beginning January 1, 2014.

e. Regular Post-Eligibility Treatment of Income: §1634 State - 2014 through 2018.

The State uses the post-eligibility rules at 42 CFR §435.726 for individuals who do not have a spouse or have a spouse who is not a 
community spouse as specified in §1924 of the Act. Payment for home and community-based waiver services is reduced by the 
amount remaining after deducting the following allowances and expenses from the waiver participant's income:

i. Allowance for the needs of the waiver participant (select one):

 The following standard included under the State plan
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Select one:

 SSI standard

 Optional State supplement standard

 Medically needy income standard

 The special income level for institutionalized persons

(select one):

 300% of the SSI Federal Benefit Rate (FBR)

 A percentage of the FBR, which is less than 300%

Specify the percentage:

 A dollar amount which is less than 300%.

Specify dollar amount:

 A percentage of the Federal poverty level

Specify percentage:

 Other standard included under the State Plan

Specify:




 The following dollar amount

Specify dollar amount: If this amount changes, this item will be revised.

 The following formula is used to determine the needs allowance:

Specify:




 Other

Specify:




ii. Allowance for the spouse only (select one): 

 Not Applicable

 The state provides an allowance for a spouse who does not meet the definition of a community spouse in §1924 of 
the Act. Describe the circumstances under which this allowance is provided:

Specify:




Specify the amount of the allowance (select one): 

 SSI standard

 Optional State supplement standard

 Medically needy income standard

 The following dollar amount: 

Specify dollar amount: If this amount changes, this item will be revised.

 The amount is determined using the following formula:
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Specify:




iii. Allowance for the family (select one):

 Not Applicable (see instructions)

 AFDC need standard

 Medically needy income standard

 The following dollar amount:

Specify dollar amount: The amount specified cannot exceed the higher of the need standard for a family of 
the same size used to determine eligibility under the State's approved AFDC plan or the medically needy income 
standard established under 42 CFR §435.811 for a family of the same size. If this amount changes, this item will be 
revised.

 The amount is determined using the following formula:

Specify:




 Other

Specify:




iv. Amounts for incurred medical or remedial care expenses not subject to payment by a third party, specified in 42 
§CFR 435.726:

a. Health insurance premiums, deductibles and co-insurance charges
b. Necessary medical or remedial care expenses recognized under State law but not covered under the State's Medicaid 

plan, subject to reasonable limits that the State may establish on the amounts of these expenses.

Select one:

 Not Applicable (see instructions)Note: If the State protects the maximum amount for the waiver participant, not 
applicable must be selected.

 The State does not establish reasonable limits.

 The State establishes the following reasonable limits 

Specify:

Texas uses the following limits:
• Covered services beyond the amount, duration, and scope of the Medicaid State Plan that are medically necessary are 
limited to the Medicaid State Plan rates;
• Services available from Medicaid providers, but recipient elects a non-Medicaid provider is zero;
• A deduction for incurred medically necessary non-covered medical or remedial care expenses will be allowed when 
the bill is incurred during a period which is no more than three months prior to the month of current application;
• A deduction for incurred medical expenses for dental services is based on the American Dental Association, West 
South Central Region, Survey of Fees at the 90th percentile. If an item is not listed on the Survey of Fees, the item is 
cleared through a Texas Health and Human Services dental consultant;
• A deduction for incurred medical expenses for durable medical equipment is based on the Medicare fee schedule for 
durable medical equipment. If an item is not listed on the schedule, the item is cleared through a Medicare contact at the 
CMS Regional Office; and
• Expenses incurred as the result of imposition of a transfer of assets penalty period is limited to zero.

Appendix B: Participant Access and Eligibility
B-5: Post-Eligibility Treatment of Income (6 of 7)

Note: The following selections apply for the five-year period beginning January 1, 2014.

f. Regular Post-Eligibility Treatment of Income: 209(B) State - 2014 through 2018.
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Answers provided in Appendix B-4 indicate that you do not need to complete this section and therefore this section is not 
visible. 

Appendix B: Participant Access and Eligibility
B-5: Post-Eligibility Treatment of Income (7 of 7)

Note: The following selections apply for the five-year period beginning January 1, 2014.

g. Post-Eligibility Treatment of Income Using Spousal Impoverishment Rules - 2014 through 2018. 

The State uses the post-eligibility rules of §1924(d) of the Act (spousal impoverishment protection) to determine the contribution of a 
participant with a community spouse toward the cost of home and community-based care. There is deducted from the participant's 
monthly income a personal needs allowance (as specified below), a community spouse's allowance and a family allowance as 
specified in the State Medicaid Plan. The State must also protect amounts for incurred expenses for medical or remedial care (as 
specified below). 

i. Allowance for the personal needs of the waiver participant 

(select one):

 SSI standard

 Optional State supplement standard

 Medically needy income standard

 The special income level for institutionalized persons

 A percentage of the Federal poverty level

Specify percentage:

 The following dollar amount:

Specify dollar amount: If this amount changes, this item will be revised

 The following formula is used to determine the needs allowance:

Specify formula:




 Other

Specify:




ii. If the allowance for the personal needs of a waiver participant with a community spouse is different from the amount 
used for the individual's maintenance allowance under 42 CFR §435.726 or 42 CFR §435.735, explain why this amount 
is reasonable to meet the individual's maintenance needs in the community. 

Select one:

 Allowance is the same

 Allowance is different.

Explanation of difference:




iii. Amounts for incurred medical or remedial care expenses not subject to payment by a third party, specified in 42 CFR 
§435.726:

a. Health insurance premiums, deductibles and co-insurance charges
b. Necessary medical or remedial care expenses recognized under State law but not covered under the State's Medicaid 

plan, subject to reasonable limits that the State may establish on the amounts of these expenses.
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Select one:

 Not Applicable (see instructions)Note: If the State protects the maximum amount for the waiver participant, not 
applicable must be selected.

 The State does not establish reasonable limits.

 The State uses the same reasonable limits as are used for regular (non-spousal) post-eligibility.

Appendix B: Participant Access and Eligibility
B-6: Evaluation/Reevaluation of Level of Care

As specified in 42 CFR §441.302(c), the State provides for an evaluation (and periodic reevaluations) of the need for the level(s) of care 
specified for this waiver, when there is a reasonable indication that an individual may need such services in the near future (one month or 
less), but for the availability of home and community-based waiver services.

a. Reasonable Indication of Need for Services. In order for an individual to be determined to need waiver services, an individual must 
require: (a) the provision of at least one waiver service, as documented in the service plan, and (b) the provision of waiver services at 
least monthly or, if the need for services is less than monthly, the participant requires regular monthly monitoring which must be 
documented in the service plan. Specify the State's policies concerning the reasonable indication of the need for services: 

i. Minimum number of services.

The minimum number of waiver services (one or more) that an individual must require in order to be determined to need 
waiver services is: 1

ii. Frequency of services. The State requires (select one):

 The provision of waiver services at least monthly

 Monthly monitoring of the individual when services are furnished on a less than monthly basis

If the State also requires a minimum frequency for the provision of waiver services other than monthly (e.g., quarterly), 
specify the frequency:




b. Responsibility for Performing Evaluations and Reevaluations. Level of care evaluations and reevaluations are performed (select 
one): 

 Directly by the Medicaid agency 

 By the operating agency specified in Appendix A

 By an entity under contract with the Medicaid agency.

Specify the entity:




 Other
Specify:

The level of care assessments are performed by registered nurses employed or contracted by the MCO . The State's contracted 
Medicaid Management Information System evaluates these assessments and calculates the medical necessity and level of care 
in accordance with state-established criteria.

c. Qualifications of Individuals Performing Initial Evaluation: Per 42 CFR §441.303(c)(1), specify the educational/professional 
qualifications of individuals who perform the initial evaluation of level of care for waiver applicants: 

The educational and professional qualifications of persons performing initial evaluations of level of care for waiver 
applicants/members are: Registered nurse licensed by the State, with experience in pediatrics, and who have completed level of care 
training within the last two years.

d. Level of Care Criteria. Fully specify the level of care criteria that are used to evaluate and reevaluate whether an individual needs 
services through the waiver and that serve as the basis of the State's level of care instrument/tool. Specify the level of care 
instrument/tool that is employed. State laws, regulations, and policies concerning level of care criteria and the level of care 
instrument/tool are available to CMS upon request through the Medicaid agency or the operating agency (if applicable), including the 
instrument/tool utilized. 

The STAR Kids Screening and Assessment Instrument is used to complete level of care and medical necessity assessments.

For applicants/members to qualify for nursing facility care, applicants/members must meet the level of care and medical necessity 
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criteria for nursing facility admission as specified in Title 40 of the Texas Administrative Code, Part 1, Chapter 19, Subchapter Y 
(relating to general qualifications for medical necessity determinations).  For example, the applicant/member must demonstrate a 
medical condition of sufficient seriousness that the applicant's/member's needs exceed the routine care which may be given by an 
untrained person and requires licensed nurses' supervision, assessment, planning, and intervention. The applicant/member must also 
require medical or nursing services that are ordered by a physician; are dependent upon the applicant's/member's documented 
medical conditions; require the skills of a registered or licensed vocational nurse; are provided either by or under the supervision of 
a licensed nurse in an institutional setting; and are required on a regular basis. Factors assessed include:
- diagnoses;
- medications and dosage;
- physician's evaluation;
- rehabilitative services;
- activities of daily living;
- sensory/perception status;
- behavioral status; and
- therapeutic interventions. 

The level of care is determined by combining an activity of daily living score with assessments of the medical condition, 
rehabilitation, nursing care, and confusion or behavioral problems. The activity of daily living score is calculated by combining 
scores for transferring, eating, and toileting. A low activity of daily living score indicates greater independence. Medicaid 
managmeent information system automatically review specific criteria on the assessments. MDCP assessments are reviewed by a 
Medicaid management information system nurse. There is not a particular score that indicates that an applicant/member meets the 
nursing facility level of care.

e. Level of Care Instrument(s). Per 42 CFR §441.303(c)(2), indicate whether the instrument/tool used to evaluate level of care for the 
waiver differs from the instrument/tool used to evaluate institutional level of care (select one): 

 The same instrument is used in determining the level of care for the waiver and for institutional care under the State 
Plan.

 A different instrument is used to determine the level of care for the waiver than for institutional care under the State 
plan.

Describe how and why this instrument differs from the form used to evaluate institutional level of care and explain how the 
outcome of the determination is reliable, valid, and fully comparable.

The STAR Kids Screening and Assessment Instrument is the assessment instrument used to establish medical necessity and 
level of care for MDCP.  This instrument differs from the instrument used to establish institutional care under the state plan, 
the minimum data set.  The key difference between the minimum data set and the STAR Kids Screening and Assessment 
Instrument is that the STAR Kids Screening and Assessment questions that are used to evaluate medical necessity are 
specifically geared toward a pediatric population, whereas the minimum data set was designed to evaluate medical necessity 
for a frail elderly population.  The pediatric focus of this assessment will allow the State’s contractor, Medicaid managment 
information system, to better evaluate medical necessity and make better decisions related to program eligibility for the MDCP 
applicant/member.  It is notable that although the STAR Kids Screening and Assessment Instrument contains questions geared 
toward a pediatric population that are used to determine medical necessity, it retains the minimum data set items that are used 
to establish a Resource Utilization Group level, that are used in the minimum data set.  In summary, the STAR Kids Screening 
and Assessment will provide better and more tailored evaluations of medical necessity for a nursing facility level of care for a 
pediatric population, but will calculate the Resource Utilization Group levels that are used to determine an individual cost limit 
in precisely the same way as the minimum data set.

The STAR Kids Screening and Assessment Instrument has underwent thorough validity testing and reliability testing prior to 
implementation.  Testing was conducted on a sample population by an independent contractor.  Because the elements of the 
STAR Kids Screening and Assessment Instrument used to determine level of care are identical to those used in the 
minimum  data set for nursing facilities, the State asserts that the STAR Kids Screening and Assessment Instrument is 
fully  comparable to the minimum data set and other assessments used to determine a nursing facility level of care and cost 
limit.

f. Process for Level of Care Evaluation/Reevaluation: Per 42 CFR §441.303(c)(1), describe the process for evaluating waiver 
applicants for their need for the level of care under the waiver. If the reevaluation process differs from the evaluation process, 
describe the differences: 

The MCO registered nurse completes the applicant's/member's medical necessity and level of care assessment. This assessment is 
submitted to the State's contracted Mediciad management information system, where the resource utilization group value is 
automatically determined by an algorithm.  The process is the same for level of care initial evaluations and reevaluations.

g. Reevaluation Schedule. Per 42 CFR §441.303(c)(4), reevaluations of the level of care required by a participant are conducted no 
less frequently than annually according to the following schedule (select one): 

 Every three months

 Every six months

 Every twelve months 

 Other schedule
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Specify the other schedule:




h. Qualifications of Individuals Who Perform Reevaluations. Specify the qualifications of individuals who perform reevaluations 
(select one): 

 The qualifications of individuals who perform reevaluations are the same as individuals who perform initial evaluations. 

 The qualifications are different.
Specify the qualifications:




i. Procedures to Ensure Timely Reevaluations. Per 42 CFR §441.303(c)(4), specify the procedures that the State employs to ensure 
timely reevaluations of level of care (specify):

Services are authorized for a 12-month period. The service plan is prorated for the annual period in which the member turns 21. The 
MCO service coordinator must complete the reevaluation in a timely manner in order to ensure continued payment. The 
reevaluation is a key activity of service coordination. The MCO service coordinator must provide additional follow up contacts 
throughout the plan year to ensure that services are being provided and to determine if reevaluation are completed as required and in 
a timely manner. The MCO must ensure payment is not provided if required reevaluations are not completed.

j. Maintenance of Evaluation/Reevaluation Records. Per 42 CFR §441.303(c)(3), the State assures that written and/or electronically 
retrievable documentation of all evaluations and reevaluations are maintained for a minimum period of 3 years as required in 45 CFR 
§92.42. Specify the location(s) where records of evaluations and reevaluations of level of care are maintained: 

The State's contracted Medicaid Management Information System maintain and records level of care and medical necessity 
evaluations and reevaluations in accordance with State record retention requirements.

Appendix B: Evaluation/Reevaluation of Level of Care
Quality Improvement: Level of Care

As a distinct component of the State’s quality improvement strategy, provide information in the following fields to detail the State’s methods 
for discovery and remediation. 

a. Methods for Discovery: Level of Care Assurance/Sub-assurances 

The state demonstrates that it implements the processes and instrument(s) specified in its approved waiver for 
evaluating/reevaluating an applicant's/waiver participant's level of care consistent with level of care provided in a hospital, NF or 
ICF/IID.

i. Sub-Assurances:

a. Sub-assurance: An evaluation for LOC is provided to all applicants for whom there is reasonable indication that 
services may be needed in the future.

Performance Measures 

For each performance measure the State will use to assess compliance with the statutory assurance (or sub-
assurance), complete the following. Where possible, include numerator/denominator.

For each performance measure, provide information on the aggregated data that will enable the State to analyze and 
assess progress toward the performance measure. In this section provide information on the method by which each 
source of data is analyzed statistically/deductively or inductively, how themes are identified or conclusions drawn, 
and how recommendations are formulated, where appropriate.

Performance Measure: 
B.a.1 Number and percent of MDCP waiver applicants who accepted an offer to participate in 
the eligibility process and received a level of care (LOC) evaluation. N: Number of MDCP 
waiver applicants who accepted an offer to participate in the eligibility process and received 
an LOC evaluation. D: Number of MDCP waiver applicants who accepted an offer to 
participate in the eligibility process. 

Data Source (Select one):
Other
If 'Other' is selected, specify:
Texas Medicaid & Healthcare Partnership, Vision21 Data Warehouse
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Responsible Party for data 
collection/generation(check 
each that applies):

Frequency of data 
collection/generation(check 
each that applies):

Sampling Approach(check 
each that applies):

  State Medicaid Agency  Weekly   100% Review

 Operating Agency  Monthly  Less than 100% 

Review

 Sub-State Entity  Quarterly  Representative Sample

Confidence Interval 
=




  Other

Specify:
Texas Medicaid & 
Healthcare Partnership

 Annually  Stratified

Describe Group:




  Continuously and 

Ongoing

 Other

Specify:




 Other

Specify:




Data Aggregation and Analysis: 

Responsible Party for data aggregation 
and analysis (check each that applies):

Frequency of data aggregation and 
analysis(check each that applies):

  State Medicaid Agency  Weekly 

 Operating Agency  Monthly 

 Sub-State Entity  Quarterly 

 Other 

Specify:




  Annually 

 Continuously and Ongoing 

 Other 

Specify:




b. Sub-assurance: The levels of care of enrolled participants are reevaluated at least annually or as specified in the 
approved waiver.

Performance Measures 

For each performance measure the State will use to assess compliance with the statutory assurance (or sub-
assurance), complete the following. Where possible, include numerator/denominator.

For each performance measure, provide information on the aggregated data that will enable the State to analyze and 
assess progress toward the performance measure. In this section provide information on the method by which each 
source of data is analyzed statistically/deductively or inductively, how themes are identified or conclusions drawn, 
and how recommendations are formulated, where appropriate.
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Performance Measure: 
B.b.1. Number and percent of individuals who received a level of care assessment at least 
annually. N: Number of individuals who received a level of care assessment at least annually. 
D: Number of individuals enrolled in the waiver for the entire waiver year. 

Data Source (Select one):
Other
If 'Other' is selected, specify:
Texas Medicaid & Healthcare Partnership, Vision21 Data Warehouse

Responsible Party for data 
collection/generation(check 
each that applies):

Frequency of data 
collection/generation(check 
each that applies):

Sampling Approach(check 
each that applies):

  State Medicaid Agency  Weekly   100% Review

 Operating Agency  Monthly  Less than 100% 

Review

 Sub-State Entity  Quarterly  Representative Sample

Confidence Interval 
=




  Other

Specify:
Texas Medicaid & 
Healthcare Partnership

 Annually  Stratified

Describe Group:




  Continuously and 

Ongoing

 Other

Specify:




 Other

Specify:




Data Aggregation and Analysis: 

Responsible Party for data aggregation 
and analysis (check each that applies):

Frequency of data aggregation and 
analysis(check each that applies):

  State Medicaid Agency  Weekly 

 Operating Agency  Monthly 

 Sub-State Entity  Quarterly 

 Other 

Specify:




  Annually 

 Continuously and Ongoing 

 Other 

Specify:




c. Sub-assurance: The processes and instruments described in the approved waiver are applied appropriately and 
according to the approved description to determine participant level of care.
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Performance Measures 

For each performance measure the State will use to assess compliance with the statutory assurance (or sub-
assurance), complete the following. Where possible, include numerator/denominator.

For each performance measure, provide information on the aggregated data that will enable the State to analyze and 
assess progress toward the performance measure. In this section provide information on the method by which each 
source of data is analyzed statistically/deductively or inductively, how themes are identified or conclusions drawn, 
and how recommendations are formulated, where appropriate.

Performance Measure: 
B.c.1 The number and percent of individuals with initial level of care determinations that were 
completed as required. N: Number of individuals with initial level of care determinations that 
were completed as required. D: Number of enrolled individuals requiring an initial level of 
care determination. 

Data Source (Select one):
Other
If 'Other' is selected, specify:
Texas Medicaid & Healthcare Partnership, Vision21 Data Warehouse

Responsible Party for data 
collection/generation(check 
each that applies):

Frequency of data 
collection/generation(check 
each that applies):

Sampling Approach(check 
each that applies):

  State Medicaid Agency  Weekly   100% Review

 Operating Agency  Monthly  Less than 100% 

Review

 Sub-State Entity  Quarterly  Representative Sample

Confidence Interval 
=




  Other

Specify:
Texas Medicaid & 
Healthcare Partnership

 Annually  Stratified

Describe Group:




  Continuously and 

Ongoing

 Other

Specify:




 Other

Specify:




Data Aggregation and Analysis: 

Responsible Party for data aggregation 
and analysis (check each that applies):

Frequency of data aggregation and 
analysis(check each that applies):

  State Medicaid Agency  Weekly 

 Operating Agency  Monthly 

 Sub-State Entity  Quarterly 

 Other 

Specify:




  Annually 

Page 37 of 147Application for 1915(c) HCBS Waiver: TX.0181.R06.02 - Sep 01, 2018 (as of Sep 01, ...

10/29/2018https://wms-mmdl.cms.gov/WMS/faces/protected/35/print/PrintSelector.jsp



Responsible Party for data aggregation 
and analysis (check each that applies):

Frequency of data aggregation and 
analysis(check each that applies):

 Continuously and Ongoing 

 Other 

Specify:




ii. If applicable, in the textbox below provide any necessary additional information on the strategies employed by the State to 
discover/identify problems/issues within the waiver program, including frequency and parties responsible.




b. Methods for Remediation/Fixing Individual Problems 
i. Describe the State’s method for addressing individual problems as they are discovered. Include information regarding 

responsible parties and GENERAL methods for problem correction. In addition, provide information on the methods used by 
the State to document these items. 
MCO
The MCO is responsible for ensuring timely and accurate medical necessityh and level o fcare assessments.  In addition to 
the HHSC fair hearing process for applicants/members, both providers and applicants/members may submit complaints 
related to the assessment process to the MCO and to HHSC.  The MCO must use appropriately trained pediatric providers 
for the purposes of reviewing all medically-based provider complaints, such as provider complaints about the quality of care 
or services, utilization review or management, or claims processing.   If an MCO fails to meet a performance expectation, 
standard, schedule, or other contract requirement, the managed care contracts give HHSC the authority to use a variety of 
remedies, including: 

• Corrective action plan
• Assessment of liquidated damages;
• Accelerated monitoring of the MCO, which includes more frequent or extensive monitoring by HHSC;
• Requiring additional financial or programmatic reports to be submitted by the MCO;
• Requiring additional or more detailed financial or programmatic audits or other reviews of the MCO;
• Terminating or declining to renew or extend an MCO contract;
• Appointing temporary MCO management under the circumstances described in 42 CFR §438.706;
• Suspending member enrollment;
• Withholding or recouping payment to the MCO; and
• Requiring forfeiture of all or part of the MCO’s performance bond.

Medicaid Management Information System  
On an ongoing basis, HHSC monitors the performance of the State's contracted Medicaid Management Information System 
using the same oversight processes employed for the State's other Medicaid contracts.  For example, the contract contains a 
number of financial and quality incentives that provide a framework for analyzing performance.  Failure of the State's 
contracted Medicaid managment information system to achieve specific performance goals may result in 
HHSC remedies including: 

• Corrective action plan
• Assessment of liquidated damages;
• Accelerated monitoring of the MCO, which includes more frequent or extensive monitoring by HHSC;
• Requiring additional financial or programmatic reports to be submitted by the MCO;
• Requiring additional or more detailed financial or programmatic audits or other reviews of the MCO;
• Terminating or declining to renew or extend an MCO contract;
• Appointing temporary MCO management under the circumstances described in 42 CFR §438.706;
• Suspending member enrollment;
• Withholding or recouping payment to the MCO; and
• Requiring forfeiture of all or part of the MCO’s performance bond.

ii. Remediation Data Aggregation 
Remediation-related Data Aggregation and Analysis (including trend identification) 

Responsible Party(check each that applies):
Frequency of data aggregation and analysis(check 

each that applies):

  State Medicaid Agency  Weekly 

 Operating Agency  Monthly 
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Responsible Party(check each that applies):
Frequency of data aggregation and analysis(check 

each that applies):

 Sub-State Entity  Quarterly 

 Other 

Specify:




  Annually 

 Continuously and Ongoing 

 Other 

Specify:




c. Timelines 
When the State does not have all elements of the Quality Improvement Strategy in place, provide timelines to design methods for 
discovery and remediation related to the assurance of Level of Care that are currently non-operational.

 No

 Yes
Please provide a detailed strategy for assuring Level of Care, the specific timeline for implementing identified strategies, and the 
parties responsible for its operation.
HHSC is incorporating MDCP into its managed care quality strategy which currently includes all of its 1115 programs.  The 
1115 quality strategy will be reviewed and updated every three years at a minimum.  The 1115 Waiver also requires the state to 
revise the strategy whenever significant changes are made.  HHSC ensures that the STAR Health quality strategy aligns with 
the 1115 quality strategy, unless program requirements prohibit alignment of the quality strategy.Significant changes include:
• Changes made through the 1115 Transformation Waiver
• Adding new populations to the managed care programs
• Expanding managed care programs to new parts of the state
• Carving new services into the managed care programs

Appendix B: Participant Access and Eligibility
B-7: Freedom of Choice

Freedom of Choice. As provided in 42 CFR §441.302(d), when an individual is determined to be likely to require a level of care for this 
waiver, the individual or his or her legal representative is: 

i. informed of any feasible alternatives under the waiver; and
ii. given the choice of either institutional or home and community-based services.

a. Procedures. Specify the State's procedures for informing eligible individuals (or their legal representatives) of the feasible 
alternatives available under the waiver and allowing these individuals to choose either institutional or waiver services. Identify the 
form(s) that are employed to document freedom of choice. The form or forms are available to CMS upon request through the 
Medicaid agency or the operating agency (if applicable). 

The MCO service coordinator informs each applicant/member or the applicant's/member's legally authorized representative or 
medical consenter of any alternatives available, including the choice of institutional care versus home and community-based waiver 
services at the time of the initial assessment and reevaluation, and when there is a provider change.

The service plan form has an attestation related to freedom of choice. During development of the initial service plan and annually 
thereafter, the applicant/member or the applicant's/member's legally authorized representative or medical consenter must sign the 
service plan to indicate he or she freely chooses waiver services over institutional care. The MCO service coordinator also addresses 
living arrangements and choice of providers as well as available third party resources during the assessment. All 
applicants/members or the applicant's/member's legally authorized represtative or medical consenter have the right to appeal any 
decision they believe is adverse to the applicant's/member's freedom of choice.

The MCO service coordinator and the home and community support services agency are required to retain copies of the service plan 
with the freedom of choice section in the member's case record. The service plan contains acknowledgement and signature related to 
freedom of choice provided by the the applicant/member or the applicant/member legally authorized representative or medical 
consenter.

b. Maintenance of Forms. Per 45 CFR §92.42, written copies or electronically retrievable facsimiles of Freedom of Choice forms are 
maintained for a minimum of three years. Specify the locations where copies of these forms are maintained. 
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The MCO service coordinator retains a copy of the service plan with the freedom of choice section according to the State's records 
retention requirements.

Appendix B: Participant Access and Eligibility
B-8: Access to Services by Limited English Proficiency Persons

Access to Services by Limited English Proficient Persons. Specify the methods that the State uses to provide meaningful access to the 
waiver by Limited English Proficient persons in accordance with the Department of Health and Human Services "Guidance to Federal 
Financial Assistance Recipients Regarding Title VI Prohibition Against National Origin Discrimination Affecting Limited English Proficient 
Persons" (68 FR 47311 - August 8, 2003): 
To support the beneficiary’s experience receiving medical assistance and long term services and supports in a managed care environment, 
the State maintains a system of consumer supports independent from the managed care plans to assist enrollees in understanding the 
coverage model and in the resolution of problems regarding services, coverage, access and rights. The Independent Consumer Supports 
system is accessible through multiple entryways (e.g., phone, internet, office) and has the capacity to reach out to beneficiaries and/or 
authorized representatives through  various means (mail, phone, in person), as appropriate.

The Independent Consumer Supports system is available to assist beneficiaries in navigating and accessing covered health care services and 
supports. Where an individual is enrolling in a new delivery system, the services of this system help individuals understand their choices 
and resolve problems and concerns that may arise between the individual and a provider/payer. The following list encompasses the 
system’s scope of activity.
1. The system offers beneficiaries support in the pre-enrollment stage, such as unbiased health plan choice counseling and general program 
- related information.
2. The system serves as an access point for complaints and concerns about health plan enrollment, access to services, and other related 
matters.
3. The system is available to help enrollees understand the hearing, grievance, and appeal rights and processes within the health plan as 
well as the fair hearing, grievance, and appeal rights and processes available at the state level and assist them  through the process if 
needed/requested. 

The Independent Consumer Supports system include individuals who are knowledgeable about the state’s Medicaid programs; beneficiary 
protections and rights under Medicaid managed care arrangements; and the health and service needs of persons with complex needs, 
including those with a chronic condition, disability, and cognitive or behavioral needs.  In addition, the Independent Consumer Supports 
System ensures that its services are delivered in a culturally competent manner and are accessible to applicants/members with limited 
English proficiency.

Appendix C: Participant Services
C-1: Summary of Services Covered (1 of 2)

a. Waiver Services Summary. List the services that are furnished under the waiver in the following table. If case management is not a 
service under the waiver, complete items C-1-b and C-1-c:

Service Type Service

Statutory Service Respite

Statutory Service Supported Employment

Supports for Participant Direction Financial Management Services

Other Service Adaptive Aids

Other Service Employment Assistance

Other Service Flexible Family Support Services

Other Service Minor Home Modifications

Other Service Transition Assistance Services

Appendix C: Participant Services
C-1/C-3: Service Specification

State laws, regulations and policies referenced in the specification are readily available to CMS upon request through the 
Medicaid agency or the operating agency (if applicable). 
Service Type:
Statutory Service 

Service: 
Respite 

Alternate Service Title (if any):
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Category 1:

09 Caregiver Support 

Sub-Category 1:

09011 respite, out-of-home 

Category 2:

09 Caregiver Support 

Sub-Category 2:

09012 respite, in-home 

Category 3:



Sub-Category 3:



Category 4:



Sub-Category 4:



Respite

HCBS Taxonomy:

Service Definition (Scope):
Respite is a service that provides temporary relief to the primary caregiver of a waiver member during times when the 
member's primary caregiver would normally provide care.  All respite settings must be located within the State of 
Texas.  Respite may be provide in:
A member's home or place of residence; out of home respite may be provided in a licensed child day care facility,  hospital, 
special care facility or camp.  Foster home (as defined in the Human Resources Code, §42.002); Medicaid certified hospital; 
Medicaid certified nursing facility; Specialty Care Facilities (as institution or establishment that provides a continuum of 
nursing or medical care or services primarily to persons with acquired immune deficiency syndrome or other terminal 
illnesses.  The term includes a special residential care facility); Host Families residence (must be licensed as a foster home by 
the Texas Department of Family and Protective Services or verified by a child-placing agency that is licensed by the Texas 
Department of Family and Protective Services); Accredited campls; and Licensed child care settings. 

Federal financial participation is claimed for room and board for repsite services delivered in the following settins:  Medicaid 
certified hospitals; Medicaid certified nursing facilities; Speciality Care Facilities; accredited camps, host families; and 
licensed child care settings.
Specify applicable (if any) limits on the amount, frequency, or duration of this service:
Respite may not be provided in a setting in which identical services are already being provided. 
Facility-based respite is limited to 29 days per service plan period. The 29-day limit applies to the total number of days a 
member receives respite in a hospital or nursing facility.
The member may request to exceed the 29-day facility-based respite limit. Within five days of the request to exceed the 29-day 
limit, the managed care organization (MCO) must review the member’s needs and the primary caregiver’s ability to meet those 
needs, and determine if the request falls within the respite criteria. The MCO must ensure there is no danger to the member’s 
health and welfare.
This service may not be provided at the same time the following services are provided:
- flexible family support services; or
- employment assistance or supported employment with the individual present.

Service Delivery Method (check each that applies): 

 Participant-directed as specified in Appendix E

 Provider managed

Specify whether the service may be provided by (check each that applies): 

Legally Responsible Person

 Relative

 Legal Guardian

Provider Specifications:

Provider Category Provider Type Title

Agency Nursing Facility (Out of Home Respite)

Agency Special Care Facilities (Out of Home Respite)

Agency Hospital (Out of Home Respite)

Agency Home and Community Support Services Agency
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Provider 
Category

Provider Type Title

Agency Camp (Out of Home Respite)

Agency
Child Day Care Facilities (Out of Home 
Respite)

Individual
Participant Employer Direct Service 
Provider

Individual Host Family

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Statutory Service
Service Name: Respite

Provider Category:
Agency 

Provider Type:
Nursing Facility (Out of Home Respite)
Provider Qualifications

License (specify):
DADS Title 40 of the Texas Administrative Code, Part 1, Chapter 19
Certificate (specify):




Other Standard (specify):
The nursing facility respite provider must employ staff who must:

• Be at least 18 years of age;

• Have a high school diploma or certificate of high school equivalency (General Educational Development 
credentials) and documentation of a proficiency evaluation of experience and competence to perform job tasks;

• Be trained in CPR and first-aid;

• Pass criminal history checks;

• Not be on the Employee Misconduct Registry or Nurse Aide Registry list;

• Be familiar with the member’s tasks;

• Not be on the state and federal lists of excluded individuals and entities;
Verification of Provider Qualifications

Verification of Provider Qualifications
Entity Responsible for Verification:
HHSC licenses nursing facilities. MCO verifies providers are licensed.
Frequency of Verification:
HHSC Regulatory Services licenses nursing facilities and is responsible for ensuring that facilities meet licensing 
qualifications. Nursing facilities are surveyed according to Title 40 of the Texas Administrative Code, Part 1, 
Chapter §19,2002(g), requiring two inspections per two year licensing period. Nursing facilities are inspected to 
ensure compliance with licensing requirements.  The inspection includes observation of the care of a sample of 
individuals

The MCO verifies providers are licensed upon initial contracting and every three years thereafter.

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Statutory Service
Service Name: Respite

Provider Category:
Agency 
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Provider Type:
Special Care Facilities (Out of Home Respite)
Provider Qualifications

License (specify):
Department of State Health Services Title 25 of the Texas Administrative Code, Part 1, Chapter 125.

Department of State Health Services licensed special care facilities.  The MCO verifies providers are licensed. 

Registered nurses and licensed vocational nurses providing services in a special care facility must have current 
licenses under Occupations Code, Chapter 301.
Certificate (specify):




Other Standard (specify):
The provider of the respite service component must be at least 18 years of age. The provider must have a high 
school diploma or certificate of high school equivalency (GED credentials) and
documentation of a proficiency evaluation of experience and competence to perform job tasks, including the 
ability to provide the required services as needed by the member.

Verification of Provider Qualifications
Entity Responsible for Verification:
Department of State Health Services licenses special care facilities. The MCO verifies providers are licensed.
Frequency of Verification:
The MCO verifies provider qualifications prior to awarding a provider agreement and every three years 
thereafter.  

Department of State Health Services is responsible for ensuring compliance with licensure. This is done one time 
within the first two years of the license, and thereafter it is done every other year, or
more often if there is a complaint.

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Statutory Service
Service Name: Respite

Provider Category:
Agency 

Provider Type:
Hospital  (Out of Home Respite)
Provider Qualifications

License (specify):
State license deemed via Medicare participation Department of State Health Services Title 25 of the
Texas Administrative Code, Part 1, Chapter 133.
Certificate (specify):




Other Standard (specify):
The provider of the respite service component must be at least 18 years of age. The provider must have a high 
school diploma or certificate of high school equivalency (GED credentials) and
documentation of a proficiency evaluation of experience and competence to perform job tasks, including ability to 
provide the required services as needed by the member.

Registered nurses and licensed vocational nurses must have current licenses under Occupations Code, Chapter 
301.

Verification of Provider Qualifications
Entity Responsible for Verification:
Department of State Health Services licenses hospitals. MCO verifies providers are licensed.
Frequency of Verification:
The MCO verifies providers are licensed upon initial contracting and every three years thereafter. Department of 
State Health Services is responsible for ensuring compliance with licensure. The Department of State Health 
Services surveys one time in the first two years of the license; and thereafter,
based upon complaints.  For accredited hospitals due to Medicare, the State does a full survey within a month if 
the hospital gives up or loses its accreditation.
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If they are accredited by the:
Joint Commission, the Joint Commission surveys once every 36 months – 39 months.

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Statutory Service
Service Name: Respite

Provider Category:
Agency 

Provider Type:
Home and Community Support Services Agency
Provider Qualifications

License (specify):
Home and Community Based Support Services Agency - Title 40 of the Texas
Administrative Code, Part 1, Chapter 97
Certificate (specify):




Other Standard (specify):
The home and community support services agency must employ a respite attendant who must meet the following 
requirements:

• Be at least 18 years of age;

• Have a high school diploma, certificate of high school equivalency (General Educational Development 
credentials), or documentation of a proficiency evaluation of experience and competence to perform job tasks;

• Be trained in CPR and first-aid;

• Pass criminal history checks;

• Not be on the Employee Misconduct Registry or Nurse Aide Registry;

• Not be on the state and federal lists of excluded persons and entities;

• Be familiar with member’s specific tasks;

• Not be the member’s spouse; and

• Must not be the caregiver whether or not the provider is related to the member.

Skilled care must be performed by a registered nurse or licensed vocational nurse or delegated by a registered 
nurse.  Non-licensed individuals providing delegated skilled tasks must be supervised by a registered nurse.  Any 
delegated skilled care must meet the requirements of the Texas Nursing Practice Act.

Verification of Provider Qualifications
Entity Responsible for Verification:
The MCO verifies provider qualifications for home and community support services agencies.
Frequency of Verification:
The MCO verifies provider qualifications prior to awarding a provider agreement and every three years thereafter. 

Health and Human Services (HHSC) Regulatory Services licenses home and community support services agencies 
and is responsible for ensuring that providers meet licensing qualifications. Health and Human Services (HHSC) 
Regulatory Services conducts a survey after a home and community support servics agency receives an initial 
license and notifies HHSC of readiness for an initial survey, within 18 months after conducting an initial survey 
and at least every 36 months thereafter according to Title 40 of the Texas Administrative Code Part 1, Chapter 97 
(relating to licensing standards for home and community support services agencies).  Home and community 
support services agencies are inspected to ensure compliance with licensing requirements. The inspection includes 
observation of the care of a sample of individuals. Licenses are valid for two years. Complaint investigations 
involving alleged licensing violations are conducted according to the priority of the allegations.  

HHSC has internal policy to coordinate communications and operations between all involved HHSC departments 
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when action is taken in regard to licenses. This policy ensures that authorized services are provided by the 
appropriate licensed and contracted providers.

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Statutory Service
Service Name: Respite

Provider Category:
Agency 

Provider Type:
Camp (Out of Home Respite)
Provider Qualifications

License (specify):
Department of State Health Services Title 25 of the Texas Administrative Code, Part 1, Chapter 265, Subchapter 
B.
Certificate (specify):




Other Standard (specify):
The provider of the respite service component must be at least 18 years of age. The provider must have a high 
school diploma or certificate of high school equivalency (GED credentials) and
documentation of a proficiency evaluation of experience and competence to perform job tasks,

including ability to provide the required services as needed by the member.

Registered nurses and licensed vocational nurses must have current licenses under Occupations Code, Chapter 
301.

These camps are accredited by the American Camping Association.
Verification of Provider Qualifications

Entity Responsible for Verification:
Department of State Health Services licenses camps. The MCO verifies providers are licensed by Department of 
State Health Services and accreditied by the American Camping Association.
Frequency of Verification:
Department of State Health Services is responsible for ensuring compliance with licensure and are accreditied by 
the American Camping Assoication. This is done annually or more often if there is a complaint.
The MCO verifies providers are licensed and accredited upon initial contracting and every three years thereafter.

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Statutory Service
Service Name: Respite

Provider Category:
Agency 

Provider Type:
Child Day Care Facilities (Out of Home Respite)
Provider Qualifications

License (specify):
Department of Family and Protective Services Title 40 of the Texas Administrative Code, Part 19, Chapter 745
Certificate (specify):




Other Standard (specify):
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The provider of the respite service component must be at least 18 years of age. The provider must have a high 
school diploma or certificate of high school equivalency (GED credentials) and
documentation of a proficiency evaluation of experience and competence to perform job tasks,
including the ability to provide the required services as needed by the member.

Registered nurses and licensed vocational nurses must have current licenses under Title 3 of the Occupations 
Code, Chapter 301.

Child Day Care Facilities must be licensed under Title 40 of the Texas Administrative Code, Part 19, Chapter 745 
which states that children with special health care needs must receive the care recommended by a health-care 
professional or qualified professional affiliated with the local school district or early childhood intervention 
program.

Verification of Provider Qualifications
Entity Responsible for Verification:
The MCO verifies provider qualifications for Day Care Facilities.
Frequency of Verification:
During the initial contracting and credentialing process and every three years thereafter.

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Statutory Service
Service Name: Respite

Provider Category:
Individual 

Provider Type:
Participant Employer Direct Service Provider
Provider Qualifications

License (specify):
Registered nurses and licensed vocational nurses must hold a current license from the Texas Board of Nursing.
Certificate (specify):




Other Standard (specify):
The provider of the respite service component must be: 
At least 18 years of age;
Have a high school diploma, certificate of high school equivalency (General Educational Development 
credentials), or documentation of a proficiency evaluation of experience and
competence to perform job tasks; 
Be trained in CPR and first-aid; 
Pass criminal history checks;
Not be on the Employee Misconduct Registry or Nurse Aide Registry; 
Not be on the state and federal lists of excluded persons and entities;
Be familiar with member's specific tasks;
Not be the member's spouse; and 
must not be the caregiver whether or not the provider is related to the member. 

Skilled care must be performed by a registered nurse or licensed vocational nurse or delegated by a registered 
nurse.  Non-licensed individuals providing delegated skilled tasks must be supervised by a registered nurse.  Any 
delegated skilled care must meet the requirements of the Texsas Nursing Priactive Act. 

Be familiar with member's specific tasks; Not be the member's spouse; and
Must not be the caregiver whether or not the provider is related to the member.

Verification of Provider Qualifications
Entity Responsible for Verification:
The participant employer or legally authorized representative and the financial management services agency verify 
employee qualifications.
Frequency of Verification:
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Category 1:

03 Supported Employment 

Sub-Category 1:

03021 ongoing supported employment, individual 

Category 2: Sub-Category 2:

The participant employer or legally authorized representative and the financial mangement services agency verify 
that each potential service provider meets the required qualifications prior to hiring.

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Statutory Service
Service Name: Respite

Provider Category:
Individual 

Provider Type:
Host Family
Provider Qualifications

License (specify):
Department of Family and Protective Services Title 40, Texas Administrative Code, Part 19, Chapter 749
Certificate (specify):




Other Standard (specify):
The provider of the respite service component must be at least 18 years of age and have a high school diploma or 
certificate of high school equivalency (GED credentials). The host family must
not provide services in its residence to more than four persons unrelated to the member at one time.

The host family must ensure that the member participates in age-appropriate community activities; and the host 
family home environment is healthy and safe for the member.

The host family must provide services in a residence that the host family owns or leases. The residence must be a 
typical residence in the neighborhood and must meet the needs of the member.

Verification of Provider Qualifications
Entity Responsible for Verification:
The MCO verifies the host family provider qualifications.
Frequency of Verification:
During the initial contracting and credentialing process and every three years thereafter.

Appendix C: Participant Services
C-1/C-3: Service Specification

State laws, regulations and policies referenced in the specification are readily available to CMS upon request through the 
Medicaid agency or the operating agency (if applicable). 
Service Type:
Statutory Service 

Service: 
Supported Employment 

Alternate Service Title (if any):




HCBS Taxonomy:
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 

Category 3:



Sub-Category 3:



Category 4:



Sub-Category 4:


Service Definition (Scope):
Supported Employment means assistance provided, in order to sustain competitive employment, to an individual who, because 
of a disability, requires intensive, ongoing support to be self-employed, work from
home, or perform in a work setting at which individuals without disabilities are employed. Supported Employment includes 
employment adaptations, supervision, and training related to an individual's assessed
needs. Individuals receiving supported employment earn at least minimum wage (if not self-employed).
Specify applicable (if any) limits on the amount, frequency, or duration of this service:
In the state of Texas, this service is not available to members receiving waiver services under a program funded under section 
110 of the Rehabilitation Act of 1973. Documentation is maintained in the member's record that the service is not available to 
the member under a program funded under the Individuals with Disabilities Education Act (20 U.S.C. §1401 et seq.).
Supported Employment cannot be provided at the same time as employment assistance or flexible family support services

Service Delivery Method (check each that applies): 

 Participant-directed as specified in Appendix E

 Provider managed

Specify whether the service may be provided by (check each that applies): 

Legally Responsible Person

 Relative

 Legal Guardian

Provider Specifications:

Provider Category Provider Type Title

Individual Participant Employer Direct Service Provider

Agency Home and community support services agency

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Statutory Service
Service Name: Supported Employment

Provider Category:
Individual 

Provider Type:
Participant Employer Direct Service Provider
Provider Qualifications

License (specify):




Certificate (specify):




Other Standard (specify):
The service provider must be at least 18 years of age, maintain a current driver's license and insurance if 
transporting the member, and satisfy one of these options:

Option 1:
- a bachelor's degree in rehabilitation, business, marketing, or a related human services field; and
- six months of paid or unpaid experience providing services to people with disabilities.

Option 2:
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- an associate's degree in rehabilitation, business, marketing, or a related human services field; and
- one year of paid or unpaid experience providing services to people with disabilities.

Option 3:
- a high school diploma or Certificate of High School Equivalency (GED credentials), and
- two years of paid or unpaid experience providing services to people with disabilities.

Under the consumer directed services option, the provider cannot be the member's legal guardian or the spouse of 
the legal guardian.
Ensure training of personnel as outlined in Title 40 of the Texas Administrative Code, Chapter 97, § 97.245(a) and 
(b).

Verification of Provider Qualifications
Entity Responsible for Verification:
The participant employer  and the financial management service agency.
Frequency of Verification:
The participant employer and the financial management service agency verify that each potential service provider 
meets the required qualifications prior to hiring.

Verification of financial management service agency qualifications is completed by the MCO as part of the initial 
contracting and credentialing process and annually thereafter.

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Statutory Service
Service Name: Supported Employment

Provider Category:
Agency 

Provider Type:
Home and community support services agency
Provider Qualifications

License (specify):
Home and Community Support Service Agency Licensure per 40 Texas
Administrative Code, Part I, Chapter 97
Certificate (specify):




Other Standard (specify):
The service provider must be at least 18 years of age, maintain a current driver's license and insurance if 
transporting the member, and satisfy one of these options:

Option 1:
- a bachelor's degree in rehabilitation, business, marketing, or a related human services field; and
- six months of paid or unpaid experience providing services to people with disabilities.

Option 2:
- an associate's degree in rehabilitation, business, marketing, or a related human services field; and
- one year of paid or unpaid experience providing services to people with disabilities.

Option 3:
- a high school diploma or Certificate of High School Equivalency (GED credentials), and
- two years of paid or unpaid experience providing services to people with disabilities.

Ensure training of personnel as outlined in Title 40 of the Texas Administrative Code, Part 1, Chapter 97, § 
97.245(a) and (b).

Verification of Provider Qualifications
Entity Responsible for Verification:
The MCO verifies provider qualifications for home and community support services agencies.
Frequency of Verification:
The MCO verifies provider qualifications prior to awarding a provider agreement and annually thereafter.

MCO staff responds to complaints received against a contractor for failure to maintain provider qualifications. The 
MCO levies appropriate provider agreement actions and sanctions for failure to follow the provider agreement 
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Category 1:

12 Services Supporting Self-Direction 

Sub-Category 1:

12010 financial management services in support of self-direction

Category 2:

12 Services Supporting Self-Direction 

Sub-Category 2:

12020 information and assistance in support of self-direction

Category 3:



Sub-Category 3:



Category 4:



Sub-Category 4:



requirements based on the results of the monitoring activity. Complaint investigations involving staff 
qualifications and services rendered are conducted according to the priority of the allegations.

HHSC Regulatory Services licenses home and community support services agencies and is responsible for 
ensuring that providers meet licensing qualifications. HHSC Regulatory Services conducts a survey: after a home 
and community support services agency receives an initial license and establishes  readiness for an initial survey; 
within 18 months after conducting an initial survey and at least every 36 months thereafter according to Title 40 of 
the Texas Administrative Code, Part 1, Chapter 97 (relating to licensing standards for home and community 
support services agencies).  Home and community support services agencies are inspected to ensure compliance 
with licensing requirements. The inspection includes observation of the care of a sample of members. Licenses are 
valid for two years. Complaint investigations involving alleged licensing violations are conducted according to the 
priority of the allegations.

Appendix C: Participant Services
C-1/C-3: Service Specification

State laws, regulations and policies referenced in the specification are readily available to CMS upon request through the 
Medicaid agency or the operating agency (if applicable). 
Service Type:
Supports for Participant Direction 

The waiver provides for participant direction of services as specified in Appendix E. Indicate whether the waiver includes the 
following supports or other supports for participant direction.
Support for Participant Direction:
Financial Management Services 

Alternate Service Title (if any):




HCBS Taxonomy:

Service Definition (Scope):
Financial management services provides assistance to members with managing funds associated with the services elected for 
self-direction. The service includes initial orientation and ongoing training related to responsibilities of being an employer and 
adhering to legal requirements for employers. The financial management services provider, referred to as the financial 
management services agency , also
serves as the participant’s employer-agent, which is the Internal Revenue Service’s (IRS) designation of the entity responsible 
for IRS related responsibilities on behalf of the participant. As the employer-agent the
financial management service agency also: files required forms and reports to the Texas Workforce Commission;
Provides assistance in the development, monitoring and revision of the member’s budget;
Provides information about recruiting, hiring and firing staff including identifying the need for special skills and determining 
staff duties and schedule;
Provides guidance on supervision and evaluation of staff performance;
Provides assistance in determining staff wages and benefits subject to State limits, assistance in hiring by verifying employee’s 
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citizenship status and qualifications, and conducting required criminal background and
registry checks;
Verifies and maintains documentation of employee qualifications, including citizenship status, and documentation of services 
delivered;
Collects timesheets, processes timesheets of employees, processes payroll and payables and makes withholdings
for, and payment of, applicable federal, state and local employment-related taxes; 
Tracks disbursement of funds and provides quarterly written reports to the member of all expenditures and the status of the 
member’s consumer directed services (CDS) budget; and
Maintains a separate account for each participant's budget.
Specify applicable (if any) limits on the amount, frequency, or duration of this service:




Service Delivery Method (check each that applies): 

Participant-directed as specified in Appendix E

 Provider managed

Specify whether the service may be provided by (check each that applies): 

Legally Responsible Person

 Relative

Legal Guardian

Provider Specifications:

Provider Category Provider Type Title

Agency Financial Management Services Agency

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Supports for Participant Direction
Service Name: Financial Management Services

Provider Category:
Agency 

Provider Type:
Financial Management Services Agency
Provider Qualifications

License (specify):




Certificate (specify):




Other Standard (specify):
Private entities furnish financial management services. These entities, called financial management services 
agencies, are procured through an open enrollment process and are required to hold a Medicaid provider 
agreement with the State. 

Prior to contracting with the MCO to provide financial management services, a financial management service 
agency must comply with the requirements for delivery of financial management services, including attending a 
mandatory 3-day training session. Topics covered in the training session include: contracting requirements and 
procedures; financial management service agency responsibilities; consumer/employer responsibilities; MCO 
service coordinators responsibilities; enrollment, transfer, suspension and termination of the consumer directed 
services option; employer (member) budgets; reporting abuse, neglect and exploitation allegations; oversight of 
consumer directed services; contract compliance; and financial monitoring.  The required training materials 
include the definition and responsibilities of a vendor fiscal/employer agent in accordance with IRS Revenue 
Procedure 70-6, 1970-1 C.B. 420 and an explanation of fiscal employer agent based on Section 3504 of the IRS 
code and state tax (unemployment) requirements as a Vendor Fiscal/Employer Agent. The training also covers 
IRS Forms SS-4 and 2678. The rules for the consumer directed services option, located at Title 40 of the Texas 
Administrative Code, Part 1, Chapter 41 (relating to consumer directed services option), require FMSAs to act as 
vendor fiscal/employer agents along with describing responsibilities such as the revocation of IRS Form 2678 if 
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Category 1:

14 Equipment, Technology, and Modifications 

Sub-Category 1:

14031 equipment and technology 

Category 2:

14 Equipment, Technology, and Modifications 

Sub-Category 2:

14032 supplies 

Category 3:



Sub-Category 3:



Category 4:



Sub-Category 4:



the individual terminates the consumer directed services option or transfers to another financial management 
service agency.

The financial management services agency must not be the member’s legal guardian; the spouse of the member’s 
legal guardian; the member’s designated representative; or the spouse of the member.

Verification of Provider Qualifications
Entity Responsible for Verification:
The MCO
Frequency of Verification:
Verification of financial management service agency qualifications is completed by the MCO as part of the initial 
contracting and credentialing process, and every three years thereafter.

Appendix C: Participant Services
C-1/C-3: Service Specification

State laws, regulations and policies referenced in the specification are readily available to CMS upon request through the 
Medicaid agency or the operating agency (if applicable). 
Service Type:
Other Service 

As provided in 42 CFR §440.180(b)(9), the State requests the authority to provide the following additional service not specified 
in statute.
Service Title:
Adaptive Aids

HCBS Taxonomy:

Service Definition (Scope):
Adaptive aids are devices necessary to treat, rehabilitate, prevent or compensate for conditions resulting in disability or loss of 
function and enable members to:
• perform activities of daily living; or
• control the environment in which they live.

Adaptive aids are available through this waiver program only after benefits available through Medicare; Medicaid; Early 
Periodic Screening, Diagnostic or Treatment program; or other third party resources have been exhausted.  Items reimbursed 
with waiver funds are only accessible for items not covered under the state plan.
Specify applicable (if any) limits on the amount, frequency, or duration of this service:
The annual cost limit of this service is $4,000 per waiver plan year. HHSC does not make exceptions to the cost limit. Health 
and safety of the individual is ensured through the use of non-waiver services, the Medicaid State
Plan, and the Comprehensive Care Program, which is administered through Early Periodic, Screening, Diagnosis and 
Treatment (EPSDT). The MCO service coordinator and HHSC regional nurse approves the lesser of either the actual cost or 
the cost limit for items that meet the waiver service definition. The MCO service coordinator, member, and the member's LAR 
review all resources available to the member to contribute to the cost for items beyond the service limit.

To the extent that any listed services are covered under the state plan, the services under the waiver would be limited to 
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additional services not otherwise covered under the state plan, but consistent with waiver objectives of avoiding 
institutionalization. 

If the State denies a request for adaptive aids, the State offers the member a fair hearing in accordance with Title 1 of the 
Texas Administrative Code, Part 15, Chapter 357, Subchapter A (relating to uniform fair hearing rules). The member is also 
informed of and given the opportunity to request administrative and judicial review of a fair hearing in accordance with Title 1 
of the Texas Administrative Code, Part 15, Chapter 357, Subchapter R (relating to judicial and administrative review of 
hearings).

Service Delivery Method (check each that applies): 

Participant-directed as specified in Appendix E

 Provider managed

Specify whether the service may be provided by (check each that applies): 

Legally Responsible Person

 Relative

 Legal Guardian

Provider Specifications:

Provider Category Provider Type Title

Agency Durable Medical Equipment Supplier

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: Adaptive Aids

Provider Category:
Agency 

Provider Type:
Durable Medical Equipment Supplier
Provider Qualifications

License (specify):
Licensed by Department of State Health Services as a durable medical equipment provider
Certificate (specify):




Other Standard (specify):
Be a durable medical equipment supplier or be a manufacturer of items not supplied through durable medical 
equipment suppliers.

Verification of Provider Qualifications
Entity Responsible for Verification:
MCO
Frequency of Verification:
The MCO verifies providers are licensed upon execution of the initial contract and every three years thereafter.

Appendix C: Participant Services
C-1/C-3: Service Specification

State laws, regulations and policies referenced in the specification are readily available to CMS upon request through the 
Medicaid agency or the operating agency (if applicable). 
Service Type:
Other Service 

As provided in 42 CFR §440.180(b)(9), the State requests the authority to provide the following additional service not specified 
in statute.
Service Title:
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Category 1:

03 Supported Employment 

Sub-Category 1:

03030 career planning 

Category 2:

03 Supported Employment 

Sub-Category 2:

03010 job development 

Category 3:



Sub-Category 3:



Category 4:



Sub-Category 4:



Employment Assistance

HCBS Taxonomy:

Service Definition (Scope):
Employment Assistance is assistance provided to a member to help the member locate paid employment in the community.

Employment assistance includes:
- identifying an individual's employment preferences, job skills, and requirements for a work setting and work conditions;
- locating prospective employers offering employment compatible with a member’s identified preferences, skills, and 
requirements; and
- contacting a prospective employer on behalf of a member and negotiating the member’s employment.
Specify applicable (if any) limits on the amount, frequency, or duration of this service:
In the state of Texas, this service is not available to members receiving waiver services under a program funded under section 
110 of the Rehabilitation Act of 1973.  Documentation is maintained in the
member's record that the service is not available to the member under a program funded under the Individuals with Disabilities 
Education Act (20 U.S.C. Â§1401 et seq.).

Service Delivery Method (check each that applies): 

 Participant-directed as specified in Appendix E

 Provider managed

Specify whether the service may be provided by (check each that applies): 

Legally Responsible Person

 Relative

 Legal Guardian

Provider Specifications:

Provider Category Provider Type Title

Individual Participant Employer Direct Service Provider

Agency Home and Community Support Services Agency

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: Employment Assistance

Provider Category:
Individual 

Provider Type:
Participant Employer Direct Service Provider
Provider Qualifications

License (specify):
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


Certificate (specify):




Other Standard (specify):
The service provider must be at least 18 years of age, maintain a current driver's license and insurance if 
transporting the member, and satisfy one of these options:
Option 1:
- a bachelor's degree in rehabilitation, business, marketing, or a related human services field; and
- six months of paid or unpaid experience providing services to people with disabilities.

Option 2:
- an associate's degree in rehabilitation, business, marketing, or a related human services field; and
- one year of paid or unpaid experience providing services to people with disabilities.

Option 3:
- a high school diploma or Certificate of High School Equivalency (GED credentials), and
- two years of paid or unpaid experience providing services to people with disabilities.

Under the consumer directed services option, the provider cannot be the participant's legal guardian or the spouse 
of the legal guardian.

Ensure training of personnel as outlined in Title 40 of the Texas Administrative Code, Chapter 97, §97.245(a) and 
(b).

Verification of Provider Qualifications
Entity Responsible for Verification:
The participant employer or legally authorized representative FMSA
The MCO
Frequency of Verification:
The participant employer or legally authorized representative and the FMSA verify that each potential service 
provider meets the required qualifications prior to hiring.

Verification of FMSA qualifications is completed by the MCO as part of the initial contracting and credentialing 
process and annually thereafter.

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: Employment Assistance

Provider Category:
Agency 

Provider Type:
Home and Community Support Services Agency
Provider Qualifications

License (specify):
Home and Community Support Services Agency Licensure per Title 40 of the Texas Administrative Code, Part 1, 
Chapter 97
Certificate (specify):




Other Standard (specify):
The service provider must be at least 18 years of age, maintain current driver's license and insurance if 
transporting member, and satisfy one of these options:

Option 1:
- a bachelor's degree in rehabilitation, business, marketing, or a related human services field; and
- six months of paid or unpaid experience providing services to people with disabilities.

Option 2:
- an associate's degree in rehabilitation, business, marketing, or a related human services field; and
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Category 1:



Sub-Category 1:



Category 2:



Sub-Category 2:



Category 3:



Sub-Category 3:



Category 4:



Sub-Category 4:



- one year of paid or unpaid experience providing services to people with disabilities.
Option 3:
- a high school diploma or Certificate of High School Equivalency (GED credentials), and
- two years of paid or unpaid experience providing services to people with disabilities.

Ensure training of personnel as outlined in Texas Administrative Code, Chapter 97, subsection 97.245(a)&(b).
Verification of Provider Qualifications

Entity Responsible for Verification:
The MCO verifies provider qualifications for home and community support services agencies.
Frequency of Verification:
The MCO verifies provider qualifications prior to awarding a provider agreement and annually thereafter.

MCO staff responds to complaints received against a contractor for failure to maintain provider qualifications. The 
MCO levies appropriate provider agreement actions and sanctions for failure to follow the provider agreement 
requirements based on the results of the monitoring activity. Complaint investigations involving staff 
qualifications and services rendered are conducted according to the priority of the allegations.

DADS Regulatory Services licenses home and community support services agencies and is responsible for 
ensuring that providers meet licensing qualifications. DADS Regulatory Services conducts a survey after a 
HCSSA receives an initial license and notifies DADS of readiness for an initial survey, within 18 months after 
conducting an initial survey and at least every 36 months thereafter according to Title 40 of the Texas 
Administrative Code Part 1, Chapter 97 (relating to licensing standards for home and community support services 
agencies).  Home and community support services agencies are inspected to ensure compliance with licensing 
requirements. The inspection includes observation of the care of a sample of individuals. Licenses are valid for 
two years. Complaint investigations involving alleged licensing violations are conducted according to the priority 
of the allegations.

Appendix C: Participant Services
C-1/C-3: Service Specification

State laws, regulations and policies referenced in the specification are readily available to CMS upon request through the 
Medicaid agency or the operating agency (if applicable). 
Service Type:
Other Service 

As provided in 42 CFR §440.180(b)(9), the State requests the authority to provide the following additional service not specified 
in statute.
Service Title:
Flexible Family Support Services

HCBS Taxonomy:

Service Definition (Scope):
Flexible family support services promote community inclusion in typical child/youth activities through the enhancement of 
natural supports and systems and through recognition that these supports may vary from setting
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to setting, from day to day, from moment to moment, hence the need for a diverse provider base. To
accomplish this, flexible family support services providers may provide personal care supports for activities of daily livings 
and instrumental activities of daily living, skilled care, non-skilled care and delegated skilled care
supports to support inclusion. This service may be reimbursed if part of an approved service plan and if delivered in a setting 
where provision of such supports is not already required or included as a matter of
practice.

Flexible family support services are a diverse array of approved, individualized, disability-related services that support 
independent living, participation in community based child care, and participation in post-secondary education.
Specify applicable (if any) limits on the amount, frequency, or duration of this service:
Flexible family support services may be used only when the primary caregiver is working, attending job  training, or attending 
school. Flexible family support services may not be used in place of child care that is paid
for by the primary caregiver.

This service may not be provided at the same time the following services are provided:
- respite, employment assistance, or supported employment with the individual present.

Service Delivery Method (check each that applies): 

 Participant-directed as specified in Appendix E

 Provider managed

Specify whether the service may be provided by (check each that applies): 

Legally Responsible Person

 Relative

 Legal Guardian

Provider Specifications:

Provider Category Provider Type Title

Agency Home and Community Support Services Agency

Individual Participant Employer Direct Service Provider

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: Flexible Family Support Services

Provider Category:
Agency 

Provider Type:
Home and Community Support Services Agency
Provider Qualifications

License (specify):
Home and Community Support Services Agency - Title 40 of the Texas Administrative
Code, Part 1, Chapter 97
Certificate (specify):




Other Standard (specify):
The home and community support services agency must employ an attendant who must meet the following 
requirements:

• At least 18 years of age;

• Have a high school diploma, certificate of high school equivalency (General Educational Development 
credentials), or documentation of a proficiency evaluation

of experience and competence to perform job tasks;
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• Be trained in CPR and first-aid;

• Pass criminal history checks;

• Not be on the Employee Misconduct Registry or Nurse Aide Registry;

• Not be on the state and federal lists of excluded persons and entities;

• Be familiar with member’s specific tasks;

• Not be the member’s spouse; and

• Must not be the caregiver whether or not the provider is related to the member.

Skilled care must be performed by a registered nurse or licensed vocational nurse or delegated by a registered 
nurse.  Non-licensed individuals providing delegated skilled tasks must be supervised by a registered nurse.  Any 
delegated skilled care must meet the requirements of the Texas Nursing Practice Act.

Verification of Provider Qualifications
Entity Responsible for Verification:
The MCO verifies provider qualifications for home and community support services agencies.
Frequency of Verification:
The MCO verifies provider qualifications prior to awarding a provider agreement and annually thereafter.

HHSC licenses home and community support services agencies and is responsible for ensuring that providers 
meet licensing qualifications. HHSC Regulatory Services conducts a survey after: a HCSSA receives an initial 
license and establishes readiness for an initial survey; within 18 months after conducting an initial survey; and at 
least every 36 months thereafter according to Title 40 of the Texas Administrative Code, Part 1, Chapter 97 
(relating to licensing standards for home and community support services agencies).  Home and community 
support services agencies are inspected to ensure compliance with licensing requirements. The inspection includes 
observation of the care of a sample of individuals. Licenses are valid for two years. Complaint investigations 
involving alleged licensing violations are conducted according to the priority of the allegations.

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: Flexible Family Support Services

Provider Category:
Individual 

Provider Type:
Participant Employer Direct Service Provider
Provider Qualifications

License (specify):
Registered nurses and licensed vocational nurses must hold a current license through the Texas Board of Nursing.
Certificate (specify):




Other Standard (specify):
The provider of the flexible family support service component must be: At least 18 years of age;
Have a high school diploma, certificate of high school equivalency (General Educational
Development credentials), or documentation of a proficiency evaluation of experience and competence to perform 
job tasks;
Be trained in CPR and first-aid; Pass criminal history checks;
Not be on the Employee Misconduct Registry or Nurse Aide Registry; Not be on the state and federal lists of 
excluded persons and entities;
Be familiar with member 's specific tasks; Not be the member's spouse; and
Must not be the caregiver whether or not the provider is related to the member.

Verification of Provider Qualifications
Entity Responsible for Verification:
The Consumer Directed Services employer and financial management services agency.
Frequency of Verification:
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Category 1:

14 Equipment, Technology, and Modifications 

Sub-Category 1:

14020 home and/or vehicle accessibility adaptations 

Category 2:



Sub-Category 2:



Category 3:



Sub-Category 3:



Category 4:



Sub-Category 4:



The Consumer Directed Services employer and the financial management services agency verify that each 
potential service provider meets the required qualifications prior to hiring.

Verification of financial management service agency qualifications is completed by the MCO as part of the initial 
contracting and credentialing process and annually thereafter.

Appendix C: Participant Services
C-1/C-3: Service Specification

State laws, regulations and policies referenced in the specification are readily available to CMS upon request through the 
Medicaid agency or the operating agency (if applicable). 
Service Type:
Other Service 

As provided in 42 CFR §440.180(b)(9), the State requests the authority to provide the following additional service not specified 
in statute.
Service Title:
Minor Home Modifications

HCBS Taxonomy:

Service Definition (Scope):
Minor home modifications are necessary to ensure the health, welfare, and safety of the member, or to enable the member to 
function with greater independence in his or her home.
All minor home modifications must be authorized by MCO staff. 
Covered modifications are limited to:
The purchase and installation of permanent and portable ramps not covered by other sources; The widening of doorways;
Modifications of bathroom facilities; and
Modifications related to the approved installation or modification of ramps, doorways, or bathroom facilities. All services shall 
be provided in accordance with applicable State and local building codes.
Specify applicable (if any) limits on the amount, frequency, or duration of this service:
Modifications must be for existing structures, and must not increase the square footage of the dwelling. The minor home 
modification lifetime limit is $7,500 per member, and $300 yearly for repairs. The limit on the specification fee is $200. The 
MCO does not make exceptions to the cost limit. Health and safety of the member
is ensured through the use of non- waiver services, the Medicaid State Plan, and the Comprehensive Care Program, which is 
administered through Early and Periodic Screening, Diagnosis and Treatment. The MCO Service Coordinator and HHSC 
regional nurse approve the lesser of either the actual cost or the cost limit for items that meet the waiver service definition. The 
MCO Service coordinator, member, and the member's LAR or medical consenter review all resources available to the member 
to contribute to the cost for items beyond the service limit.

Service Delivery Method (check each that applies): 

Participant-directed as specified in Appendix E

 Provider managed
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Category 1:

16 Community Transition Services 

Sub-Category 1:

16010 community transition services 

Category 2:



Sub-Category 2:



Specify whether the service may be provided by (check each that applies): 

Legally Responsible Person

 Relative

 Legal Guardian

Provider Specifications:

Provider Category Provider Type Title

Individual Contractor

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: Minor Home Modifications

Provider Category:
Individual 

Provider Type:
Contractor
Provider Qualifications

License (specify):
Licensed where applicable.
Certificate (specify):
Certified where applicable.
Other Standard (specify):
Must comply with city building codes; and must comply with American with Disabilities Act standards

Verification of Provider Qualifications
Entity Responsible for Verification:
The MCO
Frequency of Verification:
Frequency of Verification:
The MCO verifies providers comply with all applicable provider requirements for this provider type upon initial 
contract.

Appendix C: Participant Services
C-1/C-3: Service Specification

State laws, regulations and policies referenced in the specification are readily available to CMS upon request through the 
Medicaid agency or the operating agency (if applicable). 
Service Type:
Other Service 

As provided in 42 CFR §440.180(b)(9), the State requests the authority to provide the following additional service not specified 
in statute.
Service Title:
Transition Assistance Services

HCBS Taxonomy:
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Category 3:



Sub-Category 3:



Category 4:



Sub-Category 4:


Service Definition (Scope):
Transition assistance services pays for non-recurring, set-up expenses for members transitioning from a nursing facility to the 
community.

Allowable expenses are those necessary to enable members to establish basic households and may include:
•Security deposits for leases on apartments or homes;
•Essential household furnishings and moving expenses required to occupy and use a community domicile, including furniture, 
window coverings, food preparation items, and bed and bath linens;
•Set-up fees or deposits for utility or service access, including telephone, electricity, gas, and water;
•Services necessary for the members’ health and welfare such as pest eradication and one-time cleaning prior to occupancy; 
and
•Activities to assess need, arrange for, and procure needed resources (limited to up to 180 consecutive days prior to discharge 
from the nursing facility).

Transition assistance services funding is authorized for expenses that are:
•Reasonable and necessary as determined through the service plan development process; and
•Clearly identified in the service plan and members are unable to meet such expenses or the services cannot be obtained from 
other sources.

To be eligible to receive transition assistance services the member must:
• Be a resident of a Texas nursing facility;
• Be Medicaid eligible; and
• Be determined eligible for waiver services
Specify applicable (if any) limits on the amount, frequency, or duration of this service:
Transition assistance services are one-time initial expenses that are required for setting up a household. An individual 
transitioning from a nursing facility to the community is eligible to receive up to $2,500 in transition
assistance services.  There are no exceptions to this cost limit.
Room and board are not allowable expenses. Transition assistance services does not include:
• monthly rental or mortgage expenses;
• food;
• regular utility charges; or
• household appliances or items that are intended for purely diversional or recreational purposes.

Service Delivery Method (check each that applies): 

Participant-directed as specified in Appendix E

 Provider managed

Specify whether the service may be provided by (check each that applies): 

Legally Responsible Person

Relative

Legal Guardian

Provider Specifications:

Provider Category Provider Type Title

Agency Transition Assistance Services provider

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: Transition Assistance Services

Provider Category:
Agency 

Provider Type:
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Transition Assistance Services provider
Provider Qualifications

License (specify):




Certificate (specify):




Other Standard (specify):
The transition assistance service (TAS) provider must comply with the requirements for delivery of transition 
assistance service , which include requirements such as allowable purchases, costs limits, and time frames for 
delivery. Transition assistance services providers must demonstrate knowledge of, and history in successfully 
serving individuals who require home and community based services.

Verification of Provider Qualifications
Entity Responsible for Verification:
The MCO
Frequency of Verification:
The MCO verifies providers are in compliance with the requirements for service delivery upon initial contracting 
and every three years thereafter.

Appendix C: Participant Services
C-1: Summary of Services Covered (2 of 2)

b. Provision of Case Management Services to Waiver Participants. Indicate how case management is furnished to waiver 
participants (select one): 

 Not applicable - Case management is not furnished as a distinct activity to waiver participants.

 Applicable - Case management is furnished as a distinct activity to waiver participants.
Check each that applies:

 As a waiver service defined in Appendix C-3. Do not complete item C-1-c.

 As a Medicaid State plan service under §1915(i) of the Act (HCBS as a State Plan Option). Complete item C-1-c.

 As a Medicaid State plan service under §1915(g)(1) of the Act (Targeted Case Management). Complete item C-1-c.

  As an administrative activity. Complete item C-1-c. 

c. Delivery of Case Management Services. Specify the entity or entities that conduct case management functions on behalf of waiver 
participants:

MCO service coordinators conduct the case management functions.

Appendix C: Participant Services
C-2: General Service Specifications (1 of 3)

a. Criminal History and/or Background Investigations. Specify the State's policies concerning the conduct of criminal history and/or 
background investigations of individuals who provide waiver services (select one): 

 No. Criminal history and/or background investigations are not required.

 Yes. Criminal history and/or background investigations are required.

Specify: (a) the types of positions (e.g., personal assistants, attendants) for which such investigations must be conducted; (b) the 
scope of such investigations (e.g., state, national); and, (c) the process for ensuring that mandatory investigations have been 
conducted. State laws, regulations and policies referenced in this description are available to CMS upon request through the 
Medicaid or the operating agency (if applicable): 

Providers, Financial Management Service Agency, and members serving as consumer directed services  employers must 
comply with the following State requirements:

(1) MDCP providers, Financial Management Service Agency and Consumer Directed Service employers must comply with the 
provisions of Texas Health and Safety Code, Chapter 250 (relating to the nurse aide registry and criminal history checks of 
employees and applicants for employment is certain facilities serving the elderly, persons with disabilities, or persons with 
terminal illness), which cover for example: 
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a. obtaining criminal history information from the Department of Public Safety  for applicants and employees of a facility or 
individual employer; volunteers with a facility;  applicants/employees of a person or business that contracts with a facility; and 
students enrolled in an educational program or course of study who are at the facility for educational purposes. 
b. a mandate that a facility or individual employer may not employ an applicant and shall immediately discharge an employee 
if as a result of the criminal history check, the facility/individual employer determines that (i) the applicant has been convicted 
of  a crime that bars employment or that the conviction is a contraindication to employment/direct contact with the member 
using the consumer directed service option; (ii) the applicant is listed on the nurse aide registry; or (iii) the applicant is listed in 
the employee misconduct registry; and 
c. a mandate to perform an annual search of the nurse aide registry and the employee misconduct registry

(2) Financial Management Service Agencies must also comply with Title 40 of the Texas Administrative Code, Part 1, Chapter 
41, Subchapter C (relating to enrollment and responsibilities of Financial Management Service Agencies), which covers for 
example:
a. Required criminal history checks of an applicant for employment and to be an employee (which must not be dated more than 
30 calendar days before the date the applicant is hired and must be requested from the Department of Public Safety within two 
working days after the Financial Management Service Agency receives the request from the individual employer);
b. Required initial and annual check of the nurse aide registry and the employee misconduct registry, and required initial and 
monthly check of the Health and Human Services Commission Office of Inspector General list of excluded individuals and 
entities and the Health and Human Services Commission Office of Inspector General excluded individuals/entities search; and
c. A mandate that the Financial Management Service Agency must not approve of an applicant for employment or for a 
contract/vendor and  must notify the individual employer that a service provider must be terminated immediately upon 
verification that the person is listed as revoked on the nurse aide registry or as unemployable in the employee misconduct 
registry, or listed on the Health and Human Service Commission Office of Inspector General list of excluded individuals and 
entities  or the Health and Human Service Commission Office of Inspector General excluded individuals/entities search.

(3) Providers, Consumer Directed Service employers and Financial Management Service Agencies are also required to perform 
criminal history checks on contractors.

(4) Providers and members who participate in Consumer Directed Service must comply with rules in Title 40 of the Texas 
Administrative Code, Part 1, Chapter 41 (relating to consumer directed services option). These rules require a criminal history 
check before a person can become a designated representative, an employee, or a contractor.

(5) Home and community support services agencies  must comply with Title 40 of the Texas Administrative Code, Part 1, 
Chapter 97, Subchapter  C (minimum standards for HCSSAs), which includes for example: 

a. employment restrictions related to home and community support service agencies'managers with criminal convictions; 
b. a mandate to conduct criminal history checks for an unlicensed applicant for employment and an unlicensed employee; 
c. a mandate to conduct an initial search and an annual search thereafter of  the nurse aide registry and the employee 
misconduct registry; 
d. a mandate to not employ and to immediately terminate employees when the home and community support service agencies 
becomes aware that the employee is designated in the nurse aid registry or employee misconduct registry as unemployable or 
the criminal history check reveals a conviction of a crime that bars employment, or that the home and community support 
service agencies has determined is a contraindication to employment;
e. a mandate regarding the requirement for criminal history checks and the nurse aid registry or employee misconduct registry 
for unlicensed volunteers; and
f. a mandate to maintain and provide documentation to HHSC upon request to demonstrate compliance with these 
requirements.

(6) Providers are required to maintain documentation of the criminal history checks performed. Providers, consumer directed 
service employers and financial management service agencies must keep a copy of the criminal history check for each 
designated representative,  employer, and contractor.

(7) Each member who chooses self-direction must choose a financial management service agencythat provides guidance and 
assistance to the member with employer-related tasks. As referenced above, the financial management service agency is 
required to have verification of the criminal history check prior to finalizing the hiring process on behalf of the consumer 
directed service employer. 

(8) Providers must screen all employees and contractors for exclusion prior to hiring or contracting, and monthly on an ongoing 
basis, by searching both the state and federal lists of excluded individuals and entities. If any exclusion is found it must 
immediately be reported to the MCO.

Regulatory boards also conduct criminal background checks on licensed professionals as a part of the licensing process and 
ensure during surveys that licenses are appropriate. HHSC Regulatory Services staff that are involved in licensure, survey and 
enforcement activities, monitor if criminal history checks are conducted as required.
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b. Abuse Registry Screening. Specify whether the State requires the screening of individuals who provide waiver services through a 
State-maintained abuse registry (select one): 

 No. The State does not conduct abuse registry screening.

 Yes. The State maintains an abuse registry and requires the screening of individuals through this registry.

Specify: (a) the entity (entities) responsible for maintaining the abuse registry; (b) the types of positions for which abuse registry 
screenings must be conducted; and, (c) the process for ensuring that mandatory screenings have been conducted. State laws, 
regulations and policies referenced in this description are available to CMS upon request through the Medicaid agency or the 
operating agency (if applicable): 

Providers, financial management service agencies and consumer directed service employers must comply with Texas Health 
and Safety Code, Chapters 250 and 253, by taking the following action regarding applicants, employees, and contractors:

(A) Search the Nurse Aide Registry  maintained by HHSC in accordance with Texas Health and Safety Code, Chapter 250, and 
refrain from employing or contracting with, or immediately discharge, a person who is designated in the registry as having 
abused, neglected, or mistreated an individual of a facility, or having misappropriated an individual's property; and

(B) Search the Employee Misconduct Registry  maintained by HHSC in accordance with Texas Health and Safety Code, 
Chapter 253, and refrain from employing or contracting with or immediately discharge, a person whose duties would or do 
involve direct contact with an individual, and who is designated in the registry as having abused, neglected, or exploited an 
individual or has misappropriated an individual's property.

Providers, consumer directed service employers and financial management service agencies are also required to perform Nurse 
Aide Registry and Employee Misconduct Registry checks on contractors.

Providers must screen all employees for exclusion prior to hiring and on an ongoing monthly basis by searching both the state 
and federal lists of excluded individuals and entities. If any exclusion is found it must immediately be reported.

Providers, financial management service agencies and consumer directed service employers are required to maintain 
documentation of the Nurse Aide Registry and Employee Misconduct Registry checks performed.

Each member who chooses self-direction must choose a financial management service agency that provides guidance and 
assistance to the member with employer-related tasks. The financial management service agency is required to have 
verification of the registry checks prior to hiring on behalf of the member. During on-site reviews of service providers and 
financial management service agency, the MCO monitors for completion of required registry checks.

For volunteers, the home and community support service agency providers must comply with Title 40 of the Texas 
Administrative Code, Part 1, Chapter 97, Subchapter C.

HHSC Regulatory Services staff that are involved in licensure, survey and enforcement activities, as part of their reviews of 
providers, monitor if Nurse Aide Registry and Employee Misconduct Registry checks are conducted as required.

Appendix C: Participant Services
C-2: General Service Specifications (2 of 3)

c. Services in Facilities Subject to §1616(e) of the Social Security Act. Select one:

 No. Home and community-based services under this waiver are not provided in facilities subject to §1616(e) of the 
Act.

 Yes. Home and community-based services are provided in facilities subject to §1616(e) of the Act. The standards 
that apply to each type of facility where waiver services are provided are available to CMS upon request through 
the Medicaid agency or the operating agency (if applicable).

i. Types of Facilities Subject to §1616(e). Complete the following table for each type of facility subject to §1616(e) of the 
Act:

Facility Type

Host Family

ii. Larger Facilities: In the case of residential facilities subject to §1616(e) that serve four or more individuals unrelated to 
the proprietor, describe how a home and community character is maintained in these settings.

Required information is contained in response to C-5.
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Appendix C: Participant Services
C-2: Facility Specifications

Facility Type:

Host Family

Waiver Service(s) Provided in Facility:

Waiver Service Provided in Facility

Flexible Family Support Services

Adaptive Aids

Employment Assistance

Supported Employment

Respite 

Minor Home Modifications

Financial Management Services

Transition Assistance Services

Facility Capacity Limit:

No more than six children in the home including the foster families own children or children for whom they provide day 
care.

Scope of Facility Sandards. For this facility type, please specify whether the State's standards address the following topics 
(check each that applies):

Scope of State Facility Standards
Standard Topic Addressed

Admission policies 

Physical environment 

Sanitation 

Safety 

Staff : resident ratios 

Staff training and qualifications 

Staff supervision 

Resident rights 

Medication administration 

Use of restrictive interventions 

Incident reporting 

Provision of or arrangement for necessary health services 

When facility standards do not address one or more of the topics listed, explain why the standard is not 
included or is not relevant to the facility type or population. Explain how the health and welfare of participants 
is assured in the standard area(s) not addressed:




Appendix C: Participant Services
C-2: General Service Specifications (3 of 3)

d. Provision of Personal Care or Similar Services by Legally Responsible Individuals. A legally responsible individual is any 
person who has a duty under State law to care for another person and typically includes: (a) the parent (biological or adoptive) of a 
minor child or the guardian of a minor child who must provide care to the child or (b) a spouse of a waiver participant. Except at the 
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option of the State and under extraordinary circumstances specified by the State, payment may not be made to a legally responsible 
individual for the provision of personal care or similar services that the legally responsible individual would ordinarily perform or be 
responsible to perform on behalf of a waiver participant. Select one: 

 No. The State does not make payment to legally responsible individuals for furnishing personal care or similar services.

 Yes. The State makes payment to legally responsible individuals for furnishing personal care or similar services when 
they are qualified to provide the services.

Specify: (a) the legally responsible individuals who may be paid to furnish such services and the services they may provide; (b) 
State policies that specify the circumstances when payment may be authorized for the provision of extraordinary care by a 
legally responsible individual and how the State ensures that the provision of services by a legally responsible individual is in 
the best interest of the participant; and, (c) the controls that are employed to ensure that payments are made only for services 
rendered. Also, specify in Appendix C-1/C-3 the personal care or similar services for which payment may be made to legally 
responsible individuals under the State policies specified here.




 Self-directed

 Agency-operated

e. Other State Policies Concerning Payment for Waiver Services Furnished by Relatives/Legal Guardians. Specify State policies 
concerning making payment to relatives/legal guardians for the provision of waiver services over and above the policies addressed in 
Item C-2-d. Select one: 

 The State does not make payment to relatives/legal guardians for furnishing waiver services.

 The State makes payment to relatives/legal guardians under specific circumstances and only when the relative/guardian 
is qualified to furnish services.

Specify the specific circumstances under which payment is made, the types of relatives/legal guardians to whom payment may 
be made, and the services for which payment may be made. Specify the controls that are employed to ensure that payments are 
made only for services rendered. Also, specify in Appendix C-1/C-3 each waiver service for which payment may be made to 
relatives/legal guardians.




 Relatives/legal guardians may be paid for providing waiver services whenever the relative/legal guardian is qualified to 
provide services as specified in Appendix C-1/C-3.

Specify the controls that are employed to ensure that payments are made only for services rendered. 

The State allows a member to select a relative or legal guardian, other than a spouse, to be their provider for adaptive aids, 
flexible family support services, minor home modifications, employment assistance, supported employment, and respite. The 
relative or legal guardian must meet the requirements to provide waiver services and cannot be the parent or legal guardian of a 
member who is under age 18.  When participating in the consumer direct services option the legally authorized representative 
or their spouse cannot provide waiver services. 

The controls that are in place to ensure that payments are made only for services rendered are the same controls the State has 
for any of the waiver services. There are no additional service limits when a relative provides the services.

The State ensures waiver services provided by a relative are in the best interest of the member through the development of the 
service plan and the requirement for the MCO to approve the service plan.

 Other policy.

Specify: 




f. Open Enrollment of Providers. Specify the processes that are employed to assure that all willing and qualified providers have the 
opportunity to enroll as waiver service providers as provided in 42 CFR §431.51: 

This waiver is operated concurrently with the Section 1115 Texas Healthcare Transformation and Quality Improvement Program 
(henceforth, the Transformation Waiver).  Through the Transformation Waiver, the State has been granted authority to waive open 
enrollment of willing providers as provided in 42 CFR §431.51. 
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The State ensures compliance with 42 CFR §438.207.  The State’s contracts with MCOs providing MDCP waiver services require 
that these entities offer the full range of MDCP services in the amount, scope, and duration described in this waiver 
application.  MCOs are required to adhere to all provider qualifications and monitoring requirements when contracting for 
services.  Per MCO contract requirements, the MCO must have a sufficient number of contracts with MDCP service providers so 
that all members who receive MDCP services have access to medically necessary and functionally necessary services. The MCO 
must maintain and, as appropriate, submit to HHSC documentation ensuring an adequate provider network capacity to serve 
members receiving MDCP services.

Appendix C: Participant Services
Quality Improvement: Qualified Providers

As a distinct component of the State’s quality improvement strategy, provide information in the following fields to detail the State’s methods 
for discovery and remediation. 

a. Methods for Discovery: Qualified Providers 

The state demonstrates that it has designed and implemented an adequate system for assuring that all waiver services are provided 
by qualified providers.

i. Sub-Assurances:

a. Sub-Assurance: The State verifies that providers initially and continually meet required licensure and/or 
certification standards and adhere to other standards prior to their furnishing waiver services.

Performance Measures 

For each performance measure the State will use to assess compliance with the statutory assurance, complete the 
following. Where possible, include numerator/denominator.

For each performance measure, provide information on the aggregated data that will enable the State to analyze and 
assess progress toward the performance measure. In this section provide information on the method by which each 
source of data is analyzed statistically/deductively or inductively, how themes are identified or conclusions drawn, 
and how recommendations are formulated, where appropriate.

Performance Measure: 
C.a.1. Number and percent of newly enrolled licensed or certified providers that were 
credentialed prior to the provision of services. N: Number of newly enrolled licensed or 
certified providers that were credentialed prior to the provision of services. D: Number of 
newly enrolled licensed or certified service providers. 

Data Source (Select one):
Reports to State Medicaid Agency on delegated
If 'Other' is selected, specify:
Managed care organization reports

Responsible Party for data 
collection/generation(check 
each that applies):

Frequency of data 
collection/generation(check 
each that applies):

Sampling Approach(check 
each that applies):

  State Medicaid Agency  Weekly   100% Review

 Operating Agency  Monthly  Less than 100% 

Review

 Sub-State Entity  Quarterly  Representative Sample

Confidence Interval 
=




  Other

Specify:
Managed care 
organizations

 Annually  Stratified

Describe Group:




 Other
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  Continuously and 

Ongoing

Specify:




 Other

Specify:




Data Aggregation and Analysis: 

Responsible Party for data aggregation 
and analysis (check each that applies):

Frequency of data aggregation and 
analysis(check each that applies):

  State Medicaid Agency  Weekly 

 Operating Agency  Monthly 

 Sub-State Entity  Quarterly 

 Other 

Specify:




  Annually 

 Continuously and Ongoing 

 Other 

Specify:




Performance Measure: 
C.a.2 Number and percent of continuing, credentialed providers that retain their licensure or 
certification. N: Number of continuing, credentialed providers that retain their licensure or 
certification. D: Number of continuing, credentialed providers. 

Data Source (Select one):
Reports to State Medicaid Agency on delegated
If 'Other' is selected, specify:
Managed care organization reports

Responsible Party for data 
collection/generation(check 
each that applies):

Frequency of data 
collection/generation(check 
each that applies):

Sampling Approach(check 
each that applies):

  State Medicaid Agency  Weekly   100% Review

 Operating Agency  Monthly  Less than 100% 

Review

 Sub-State Entity  Quarterly  Representative Sample

Confidence Interval 
=




  Other

Specify:
Managed care 
organizations

 Annually  Stratified

Describe Group:




  Continuously and 

Ongoing

 Other

Specify:



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 Other

Specify:




Data Aggregation and Analysis: 

Responsible Party for data aggregation 
and analysis (check each that applies):

Frequency of data aggregation and 
analysis(check each that applies):

  State Medicaid Agency  Weekly 

 Operating Agency  Monthly 

 Sub-State Entity  Quarterly 

 Other 

Specify:




  Annually 

 Continuously and Ongoing 

 Other 

Specify:




b. Sub-Assurance: The State monitors non-licensed/non-certified providers to assure adherence to waiver 
requirements.

For each performance measure the State will use to assess compliance with the statutory assurance, complete the 
following. Where possible, include numerator/denominator.

For each performance measure, provide information on the aggregated data that will enable the State to analyze and 
assess progress toward the performance measure. In this section provide information on the method by which each 
source of data is analyzed statistically/deductively or inductively, how themes are identified or conclusions drawn, 
and how recommendations are formulated, where appropriate.

Performance Measure: 
C.b.1 Number and percent of newly enrolled non-licensed providers that met initial 
background and training qualifications. N: Number of newly enrolled non-licensed providers 
that met initial background and training qualifications. D: Number of newly enrolled non-
licensed providers. 

Data Source (Select one):
Reports to State Medicaid Agency on delegated
If 'Other' is selected, specify:
Managed care organization reports

Responsible Party for data 
collection/generation(check 
each that applies):

Frequency of data 
collection/generation(check 
each that applies):

Sampling Approach(check 
each that applies):

  State Medicaid Agency  Weekly   100% Review

 Operating Agency  Monthly  Less than 100% 

Review

 Sub-State Entity  Quarterly  Representative Sample

Confidence Interval 
=



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  Other

Specify:
Managed care 
organizations

 Annually  Stratified

Describe Group:




  Continuously and 

Ongoing

 Other

Specify:




  Other

Specify:
every three years

Data Aggregation and Analysis: 

Responsible Party for data aggregation 
and analysis (check each that applies):

Frequency of data aggregation and 
analysis(check each that applies):

  State Medicaid Agency  Weekly 

 Operating Agency  Monthly 

 Sub-State Entity  Quarterly 

 Other 

Specify:




  Annually 

 Continuously and Ongoing 

 Other 

Specify:




Performance Measure: 
C.b.2 Number and percent of non-licensed providers that continue to maintain their 
background and training qualifications. N: Number of non-licensed providers that continue to 
maintain their background and training qualifications. D: Number of continuing, non-licensed 
providers. 

Data Source (Select one):
Reports to State Medicaid Agency on delegated
If 'Other' is selected, specify:
Managed care organization reports

Responsible Party for data 
collection/generation(check 
each that applies):

Frequency of data 
collection/generation(check 
each that applies):

Sampling Approach(check 
each that applies):

  State Medicaid Agency  Weekly   100% Review

 Operating Agency  Monthly  Less than 100% 

Review

 Sub-State Entity  Quarterly  Representative Sample

Confidence Interval 
=




  Other

Specify:
Managed care 
organizations

 Annually  Stratified

Describe Group:
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


  Continuously and 

Ongoing

 Other

Specify:




 Other

Specify:




Data Aggregation and Analysis: 

Responsible Party for data aggregation 
and analysis (check each that applies):

Frequency of data aggregation and 
analysis(check each that applies):

  State Medicaid Agency  Weekly 

 Operating Agency  Monthly 

 Sub-State Entity  Quarterly 

 Other 

Specify:




  Annually 

 Continuously and Ongoing 

 Other 

Specify:




c. Sub-Assurance: The State implements its policies and procedures for verifying that provider training is conducted 
in accordance with state requirements and the approved waiver.

For each performance measure the State will use to assess compliance with the statutory assurance, complete the 
following. Where possible, include numerator/denominator.

For each performance measure, provide information on the aggregated data that will enable the State to analyze and 
assess progress toward the performance measure. In this section provide information on the method by which each 
source of data is analyzed statistically/deductively or inductively, how themes are identified or conclusions drawn, 
and how recommendations are formulated, where appropriate.

Performance Measure: 
C.c.1 Number and percent of managed care organizations using state-approved provider 
trainings. N: Number of managed care organizations using state-approved provider trainings. 
D: Number of managed care organizations. 

Data Source (Select one):
Presentation of policies or procedures
If 'Other' is selected, specify:

Responsible Party for data 
collection/generation(check 
each that applies):

Frequency of data 
collection/generation(check 
each that applies):

Sampling Approach(check 
each that applies):

  State Medicaid Agency  Weekly   100% Review

 Operating Agency  Monthly  Less than 100% 

Review
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 Sub-State Entity  Quarterly  Representative Sample

Confidence Interval 
=




 Other

Specify:




 Annually  Stratified

Describe Group:




  Continuously and 

Ongoing

 Other

Specify:




 Other

Specify:




Data Aggregation and Analysis: 

Responsible Party for data aggregation 
and analysis (check each that applies):

Frequency of data aggregation and 
analysis(check each that applies):

  State Medicaid Agency  Weekly 

 Operating Agency  Monthly 

 Sub-State Entity  Quarterly 

 Other 

Specify:




  Annually 

 Continuously and Ongoing 

 Other 

Specify:




ii. If applicable, in the textbox below provide any necessary additional information on the strategies employed by the State to 
discover/identify problems/issues within the waiver program, including frequency and parties responsible.
At least once every three years, the MCO must review and approve the credentials of all participating licensed and 
unlicensed Providers who participate in the MCO’s Provider Network. At a minimum, the scope and structure of an MCO’s 
credentialing and re-credentialing processes must be consistent with recognized MCO industry standards and relevant state 
and federal regulations including 28 Tex. Admin. Code §§ 11.1902 and 11.1402(c), relating to provider credentialing and 
notice, and, as an additional requirement for Medicaid MCOs, 42 C.F.R. §§ 438.12 and 438.214(b). The re-credentialing 
process must take into consideration Provider performance data including Member Complaints and Appeals, quality of care, 
and utilization management. For new providers, the MCO must 
complete the credentialing process prior to the effective date of the Network Provider agreement. 

Before contracting with unlicensed LTSS providers or LTSS providers not certified by an HHS Agency, the MCO must 
ensure that the provider:
      1. has not been convicted of a crime listed in Texas Health and Safety Code § 250.006;
      2. is not listed as "unemployable" in the Employee Misconduct Registry or the Nurse Aide Registry maintained by 
DADS by searching or ensuring a search of such registries is conducted, before
         hire and annually thereafter;
      3. is not listed on the following websites as excluded from participation in any federal or state health care program:
           a. HHS-OIG Exclusion; and
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           b. HHSC-OIG Exclusion Searchby searching or ensuring a search of such registries is conducted, before hire and at 
least monthly thereafter;
      4. is knowledgeable of acts that constitute Abuse, Neglect, or Exploitation of a Member;
      5. is instructed on and understands how to report suspected Abuse, Neglect, or Exploitation;
      6. adheres to applicable state laws if providing transportation; and
      7. is not a spouse of, legally responsible person for, or employment supervisor of the Member who receives the service, 
except as allowed in the Texas Healthcare Transformation and Quality
         Improvement Program 1115 Waiver.

b. Methods for Remediation/Fixing Individual Problems 
i. Describe the State’s method for addressing individual problems as they are discovered. Include information regarding 

responsible parties and GENERAL methods for problem correction. In addition, provide information on the methods used by 
the State to document these items. 
Describe the State’s method for addressing individual problems as they are discovered. Include information regarding 
responsible parties and GENERAL methods for problem correction. In addition, provide
information on the methods used by the State to document these items.

The MCO is responsible for ensuring that contracted MDCP providers comply with program rules, regulations, and 
guidelines as specified in this waiver, the managed care contract, and other sub-regulatory guidance The MCO is responsible 
for conducting a minimum of four face-to-face service coordination contacts annually in addition to monthly phone calls 
unless otherwise requested by the member or LAR in order to monitor the health and welfare and ensure that authorized 
services are actually delivered. MCOs may escalate issues related to providers or clients to HHSC for technical assistance 
and resolution.  MCOs that fail to meet contract standards related to MDCP are subject to liquidated damages and other 
remedies including the following:
• Corrective action plan
• Assessment of liquidated damages;
• Accelerated monitoring of the MCO, which includes more frequent or extensive monitoring by HHSC;
• Requiring additional financial or programmatic reports to be submitted by the MCO;
• Requiring additional or more detailed financial or programmatic audits or other reviews of the MCO;
• Terminating or declining to renew or extend an MCO contract;
• Appointing temporary MCO management under the circumstances described in 42 CFR §438.706;
• suspending member enrollment;
• Withholding or recouping payment to the MCO; and
• Requiring forfeiture of all or part of the MCO’s performance bond.

ii. Remediation Data Aggregation 
Remediation-related Data Aggregation and Analysis (including trend identification) 

Responsible Party(check each that applies):
Frequency of data aggregation and analysis(check 

each that applies):

  State Medicaid Agency  Weekly 

 Operating Agency  Monthly 

 Sub-State Entity  Quarterly 

 Other 

Specify:




  Annually 

 Continuously and Ongoing 

 Other 

Specify:




c. Timelines 
When the State does not have all elements of the Quality Improvement Strategy in place, provide timelines to design methods for 
discovery and remediation related to the assurance of Qualified Providers that are currently non-operational.

 No

 Yes
Please provide a detailed strategy for assuring Qualified Providers, the specific timeline for implementing identified strategies, 
and the parties responsible for its operation.
HHSC intends to incorporate MDCP into its managed care quality strategy which currently includes all of its 1115 
programs.  Concurrent with submission of the present MDCP amendment to transition MDCP from fee for service to managed 
care, HHSC is working on an 1115 amendment to add the STAR Kids managed care program.  Since MDCP services will be 
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provided through MCOs, it makes sense to have a quality strategy that includes both programs.  HHSC will provide CMS an 
updated quality strategy that incorporates STAR Kids and MDCP after the 1115 waiver amendment is approved by CMS. The 
1115 quality strategy will be reviewed and updated every two years at a minimum.  The 1115 Waiver also requires the state to 
revise the strategy whenever significant changes are made.  HHSC ensures that the STAR Health quality strategy aligns with 
the strategy of 1115, unless program requirements prohibit alignments of the quality strategy. Significant changes include:
• Changes made through the 1115 Transformation Waiver
• Adding new populations to the managed care programs
• Expanding managed care programs to new parts of the state
• Carving new services into the managed care programs

Appendix C: Participant Services
C-3: Waiver Services Specifications 

Section C-3 'Service Specifications' is incorporated into Section C-1 'Waiver Services.' 

Appendix C: Participant Services
C-4: Additional Limits on Amount of Waiver Services 

a. Additional Limits on Amount of Waiver Services. Indicate whether the waiver employs any of the following additional limits on 
the amount of waiver services (select one). 

 Not applicable- The State does not impose a limit on the amount of waiver services except as provided in Appendix C-3.

 Applicable - The State imposes additional limits on the amount of waiver services.

When a limit is employed, specify: (a) the waiver services to which the limit applies; (b) the basis of the limit, including its basis 
in historical expenditure/utilization patterns and, as applicable, the processes and methodologies that are used to determine the 
amount of the limit to which a participant's services are subject; (c) how the limit will be adjusted over the course of the waiver 
period; (d) provisions for adjusting or making exceptions to the limit based on participant health and welfare needs or other 
factors specified by the state; (e) the safeguards that are in effect when the amount of the limit is insufficient to meet a 
participant's needs; (f) how participants are notified of the amount of the limit. (check each that applies) 

 Limit(s) on Set(s) of Services. There is a limit on the maximum dollar amount of waiver services that is authorized for one 

or more sets of services offered under the waiver.
Furnish the information specified above.




 Prospective Individual Budget Amount. There is a limit on the maximum dollar amount of waiver services authorized for 

each specific participant.
Furnish the information specified above.




 Budget Limits by Level of Support. Based on an assessment process and/or other factors, participants are assigned to 

funding levels that are limits on the maximum dollar amount of waiver services.
Furnish the information specified above.




 Other Type of Limit. The State employs another type of limit.

Describe the limit and furnish the information specified above.




Appendix C: Participant Services
C-5: Home and Community-Based Settings 

Explain how residential and non-residential settings in this waiver comply with federal HCB Settings requirements at 42 CFR 441.301(c)(4)
-(5) and associated CMS guidance. Include: 

1. Description of the settings and how they meet federal HCB Settings requirements, at the time of submission and in the future. 
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2. Description of the means by which the state Medicaid agency ascertains that all waiver settings meet federal HCB Setting 
requirements, at the time of this submission and ongoing. 

Note instructions at Module 1, Attachment #2, HCB Settings Waiver Transition Plan for description of settings that do not meet requirements 
at the time of submission. Do not duplicate that information here. 

As of this date, HHSC has submitted four iterations of the HCBS Statewide Transition Plan (STP).  An initial one in December 2014, a 
revised plan that includes the 1115 waiver in March 2015, and an amendment to the STP in February 2016 in response to feedback from 
CMS.   HHSC resubmitted an updated STP in November 2016 in response to feedback from CMS.   At this time, the survey process is 
complete for both managed care and fee-for-service programs. Staff is currently analyzing the survey results in order to develop the 
required remediation plan.

All states are required to submit a transition plan outlining the steps required to come into compliance with the regulations by 2019.  HHSC 
plans to update the STP in 2017.

Appendix D: Participant-Centered Planning and Service Delivery
D-1: Service Plan Development (1 of 8)

State Participant-Centered Service Plan Title:
Individual Plan of Care

a. Responsibility for Service Plan Development. Per 42 CFR §441.301(b)(2), specify who is responsible for the development of the 
service plan and the qualifications of these individuals (select each that applies):
  Registered nurse, licensed to practice in the State 

 Licensed practical or vocational nurse, acting within the scope of practice under State law 

 Licensed physician (M.D. or D.O) 

 Case Manager (qualifications specified in Appendix C-1/C-3)

 Case Manager (qualifications not specified in Appendix C-1/C-3).

Specify qualifications:




  Social Worker 

Specify qualifications:

Licensed Social Worker
  Other 

Specify the individuals and their qualifications:

in addition to an RN or licensed social worker, the managed care organization (MCO) service coordinator may also be a nurse 
practitioner (NP); physician's assistant (PA); or Licensed Professional Counselor (LPC) if the Member's service needs are 
primarily behavioral.

Appendix D: Participant-Centered Planning and Service Delivery
D-1: Service Plan Development (2 of 8)

b. Service Plan Development Safeguards. Select one:

 Entities and/or individuals that have responsibility for service plan development may not provide other direct 
waiver services to the participant.

 Entities and/or individuals that have responsibility for service plan development may provide other direct waiver 
services to the participant.

The State has established the following safeguards to ensure that service plan development is conducted in the best interests of 
the participant. Specify:




Appendix D: Participant-Centered Planning and Service Delivery
D-1: Service Plan Development (3 of 8)
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c. Supporting the Participant in Service Plan Development. Specify: (a) the supports and information that are made available to the 
participant (and/or family or legal representative, as appropriate) to direct and be actively engaged in the service plan development 
process and (b) the participant's authority to determine who is included in the process. 

(a) Supports and information available to member:
The MCO service coordinator supports the member or the member's legally authorized representative or medical consenter  in 
setting goals that address the needs identified during the assessment and educates the member or the member's legally authorized 
representative or medical consenter about waiver and non-waiver service options that are available. Using a person centered 
planning approach, the  service plan is developed by the service planning team which includes the member; the member's legally 
authorized representative or medical consenter;  the MCO service coordinator  and any other person who participates in the 
member's care, such as a service provider, a representative of the school system, or other third party resource.   The service planning 
team works together to develop an service plan that addresses the member's goals and identifies providers, caregivers, and other 
third party resources that will contribute to goal achievement. The MCO service coordinator works with the member or the 
member's legally authorized representative or medical consenter and other third party resources.

(b) Member's authority to determine who is included in the process. The servie plan is developed by the:
- Member;
- Member's legally authorized representative  or medical consenter;
- MCO service coordinator; and
- Any other person the member chooses, including those who participated in the member’s care, such as a service provider, a 
representative of the school system, or other third party resource.

The member or the member's legally authorized representative or medical consenter, the MCO service coordinator, and any 
designated representative  sign the service plan.

Appendix D: Participant-Centered Planning and Service Delivery
D-1: Service Plan Development (4 of 8)

d. Service Plan Development Process. In four pages or less, describe the process that is used to develop the participant-centered 
service plan, including: (a) who develops the plan, who participates in the process, and the timing of the plan; (b) the types of 
assessments that are conducted to support the service plan development process, including securing information about participant 
needs, preferences and goals, and health status; (c) how the participant is informed of the services that are available under the waiver; 
(d) how the plan development process ensures that the service plan addresses participant goals, needs (including health care needs), 
and preferences; (e) how waiver and other services are coordinated; (f) how the plan development process provides for the 
assignment of responsibilities to implement and monitor the plan; and, (g) how and when the plan is updated, including when the 
participant's needs change. State laws, regulations, and policies cited that affect the service plan development process are available to 
CMS upon request through the Medicaid agency or the operating agency (if applicable): 

a. Who develops the plan, who participates in the process, and the timing of the plan:
           The applicant/member or the applicant's/member's legally authorized representative or medical consenter; the MCO service 
coordinator; and any other person who participates in the applicant's/member's care, such as a service provider, a
           representative of the school system, or other third party resource, develop the service plan. The   MCO service coordinator 
must make initial contact and meet with an applicant within 30 days of the
           applicant’s release off of the interest list or request to apply for enrollment into Medically Dependent Children Program 
(MDCP) through the Promoting Independence/Money Follows the Person reserved capacity group. The MCO service coordinator 
must complete the service plan within 30 days of the initial meeting with the applicant. A re-evaluation is conducted annually and a 
service plan is developed for services for the next year. The member or the member's legally authorized representative or medical 
consenter, or MDCP provider on behalf of the member can request changes in
           the service plan at any time. The MCO service coordinator discusses the requested changes with the member or the member's 
legally authorized representative or medical consenter and approves or denies the changes.

        b. The types of assessments that are conducted to support the service plan development process, including securing information 
about participant needs, preferences and goals, and health status:

           The STAR Kids Screening and Assessment Instrument is the assessment instrument used to establish medical necessity and 
level of care  for MDCP.  The information gathered during the medical necessity and level of care
           assessment is used in developing the service plan.  The MCO service coordinator works with the member or the member's 
legally authorized representative or medical consenter to set goals to address caregiver relief, health care, social, and other support
           needs identified by the member and the member's legally authorized representative or medical consenter during the initial 
assessment. They develop a plan to achieve each goal, including those goals requiring non-waiver services that are otherwise
           important to the member's health and well-being. The service plan must be consistent with the desires of the member or the 
member's legally authorized representative or medical consenter.

        c. How the member or legally authorized representative or medical consenter is informed of the services that are available 
under the waiver:
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           The MCO service coordinator must educate the member or the member's legally authorized representative or medical 
consenter about all waiver services as part of the  service plan development at enrollment, annually, and as the individual’s needs 
change.

        d. How the plan development process ensures that the service plan addresses participant goals, needs (including health care 
needs), and preferences:

           As part of care coordination, the MCO service coordinator must give the member or the member's legally authorized 
representative or medical consenter information about both waiver and non-waiver services ,service delivery options and refer the 
member or the member's legally authorized representative to non-waiver services including community organizations or third party 
resources that are important to the health and well-being of the member. The service plan addresses member goals, needs and 
preferences  
           by including the member or the member's legally authorized representative or medical consenter, health care professionals, 
and other individuals who participate in the member's care in the planning process. In addition, the member or the member's  
           legally authorized representative  or medical consenter  must sign the service plan to indicate understanding of and agreement 
with the service plan. If the member or the member's legally authorized representative does not agree with the service plan, the 
member or the member's legally authorized representative may file an appeal.    
           The procedures for requesting a fair hearing and an internal MCO appeal are provided in Appendix F, Individual Rights.

        e. How waiver and other services are coordinated:

           The MCO service coordinator is  responsible for organizing both waiver and non-waiver medically and functionally 
necessary services to achieve the member's goals. The MCO service coordinator must  
           provide any referrals specified within the service plan in an expeditious manner, and coordinate with the member's family 
members, designated representative or legally authorized representative or medical consenter, as well as providers of non-waiver 
services and other community
           resources, as reflected in the service plan.  If the individual chooses to have a service in the consumer directed services 
option, the MCO service coordinator will provide a list of Financial Management Services Agencies for the individual to choose 
from. 

        f. How the plan development process provides for the assignment of responsibilities to implement and monitor the service plan:

           The  service plan must include services, including units and frequency, and the roles of the member or the member's 
designated representative  or legally authorized representative or medical consenter, the MCO service coordinator, providers, 
family, and informal caregivers in achieving 
           the goals and meeting the member's needs.  The MCO service coordinator is responsible for monitoring and overseeing the 
implementation of the service plan. Monitoring and implementing the service plan requires that
           the MCO service coordinator maintain contact with the member or the member's designated representative or legally 
authorized representative or medical consenter to ensure appropriate service delivery including whether or not an alternate service 
delivery plan or a service back-up plan has been utilized and, if so, if it has been effective.  
           The MCO is responsible for conducting a minimum of four face-to-face service coordination contacts annually in addition to 
monthly phone calls, unless otherwise requested by the member or the
           member's designated representative or legally authorized representative or medical consenter, in order to monitor the health 
and welfare and ensure that authorized services are actually being delivered.

        g. How and when the plan is updated, including when the member's needs change:

           The service plan may be updated at the request of the member, the member's legally authorized representative or medical 
consenter, the designated representative or the provider when the member's condition changes. The service plan may be updated 
when the member decides to have a service in the consumer directed services delivery option, or suspend or terminate from the 
consumer directed service delivery option The service plan may also be updated to reflect changes resulting from utilization review. 
The member or the member's designated representative or legally authorized representative or medical consenter may request a fair 
hearing or an MCO internal appeal to dispute a service suspension, reduction, denial or termination. The procedures for requesting a 
fair hearing and an internal MCO appeal are provided in Appendix F, Individual Rights.

Appendix D: Participant-Centered Planning and Service Delivery
D-1: Service Plan Development (5 of 8)

e. Risk Assessment and Mitigation. Specify how potential risks to the participant are assessed during the service plan development 
process and how strategies to mitigate risk are incorporated into the service plan, subject to participant needs and preferences. In 
addition, describe how the service plan development process addresses backup plans and the arrangements that are used for backup. 

During the service planning process, the MCO service coordinator uses the STAR Kids Screening and Assessment Instrument and 
input from the member,  the member's designated representative or legally authorized representative or medical consenter to 
determine any risks that might exist to health and safety as a result of living in the community. The development of back-up plans is 
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an integral part of the service planning process.  Back-up planning includes determining the availability of informal supports, third 
party resources, and other community resources. The home and community supports service agency  completes and submits the 
alternate service delivery plan and the Consumer Directed Services employer submits the service back-up plan to the MCO service 
coordinator and financial management service agency at the initial assessment, each yearly reassessment, and any time there is a 
change.

Appendix D: Participant-Centered Planning and Service Delivery
D-1: Service Plan Development (6 of 8)

f. Informed Choice of Providers. Describe how participants are assisted in obtaining information about and selecting from among 
qualified providers of the waiver services in the service plan. 

The MCO service coordinator obtains a listing of qualified providers who have contracted with the MCO to provide MDCP services 
in the service delivery area and offers the member,  designated representative or legally authorized representative or medical 
consenter a choice among these service providers. If the member or the member's designated representative or legally authorized 
representative or medical consenter has no preferred provider, the MCO service coordinator assigns providers.  The MCO service 
coordinator must document in the case record the member's or the member's designated representative, legally authorized 
representative or medical consenter's choice regarding the provider.

Appendix D: Participant-Centered Planning and Service Delivery
D-1: Service Plan Development (7 of 8)

g. Process for Making Service Plan Subject to the Approval of the Medicaid Agency. Describe the process by which the service 
plan is made subject to the approval of the Medicaid agency in accordance with 42 CFR §441.301(b)(1)(i): 

Health and Human Service Commission (HHSC)as the State Medicaid Agency , through its contracts, delineates roles and 
responsibilities of HHSC and its contractors. HHSC maintains monitoring and oversight functions. The service planning process is a 
function which HHSC has delegated to MCOs under the terms of a managed care contract.

Under the terms of the contract between HHSC and the MCO, the MCO reviews and approves or denies all service plans at 
enrollment, annually,  and when there is a need to revise a service plan. The MCO is also responsible for ensuring that contracted 
MDCP providers comply with program rules, regulations, and guidelines as specified in this waiver, the managed care contract, and 
other sub-regulatory guidance.  The MCO is responsible for conducting a minimum of four face-to-face service coordination 
contacts annually in addition to monthly phone calls, unless otherwise requested by the member,  the member's designated 
representative  legally authorized representative or medical consenter, in order to monitor the health and welfare and ensure that 
authorized services are actually being delivered. 

MCOs must make MDCP service plans and other documentation related to the delivery of MDCP services available to HHSC upon 
request.  MCOs must comply with HHSC’s requests for information related to utilization reviews.  MCOs may escalate issues 
related to providers or members to HHSC for technical assistance and resolution.  MCOs that fail to meet contract standards related 
to MDCP are subject to liquidated damages and other remedies.

HHSC’s Managed Care Compliance Operations unit (MCCO) conducts on-site operational reviews of each MCO at least biennially 
to ensure the MCOs are following their documented policies and procedures and that those policies and procedures continue to align 
with the HHSC’s contractual requirements. 

HHSC’s Quality Review Team (QRT), which consists of representatives from several units within the HHS enterprise, meets 
quarterly to review comprehensive quality reports generated by the Quality Reporting Unit (QRU). The reports generated by the 
QRU summarize data from units within HHSC as well as self-reported data collected from MCOs. These reports include quarterly 
and annual scores per performance measure and remediation activities per performance measure. HHSC staff present the reports and 
recommendations to the Quality Review Team. Priorities for further scrutiny and follow-up with Quality Improvement Projects are 
established in these meetings.

HHSC reviews and approves all individual service plans in the MDCP waiver based on a standard criteria.

Appendix D: Participant-Centered Planning and Service Delivery
D-1: Service Plan Development (8 of 8)

h. Service Plan Review and Update. The service plan is subject to at least annual periodic review and update to assess the 
appropriateness and adequacy of the services as participant needs change. Specify the minimum schedule for the review and update 
of the service plan:

 Every three months or more frequently when necessary

 Every six months or more frequently when necessary
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 Every twelve months or more frequently when necessary

 Other schedule
Specify the other schedule:




i. Maintenance of Service Plan Forms. Written copies or electronic facsimiles of service plans are maintained for a minimum period 
of 3 years as required by 45 CFR §92.42. Service plans are maintained by the following (check each that applies):

 Medicaid agency 

 Operating agency 

 Case manager 

  Other 

Specify:

MCO service coordinator

Appendix D: Participant-Centered Planning and Service Delivery
D-2: Service Plan Implementation and Monitoring

a. Service Plan Implementation and Monitoring. Specify: (a) the entity (entities) responsible for monitoring the implementation of 
the service plan and participant health and welfare; (b) the monitoring and follow-up method(s) that are used; and, (c) the frequency 
with which monitoring is performed. 

(a) The entity (entities) responsible for monitoring the implementation of the service plan and participant health and welfare. 
The MCO service coordinator is responsible for monitoring the implementation of the service plan and participant health and 
welfare.  The service coordinator assesses how well services are meeting a member's needs and enabling the member to achieve the 
goals described in the service plan. 

(b) The monitoring and follow-up method(s) that are used: 
The MCO service coordinator monitors the implementation of the service plan at regular intervals by contacting the member or the 
member's designated representative  or legally authorized representative or medical consenter. In addition, the MCO service 
coordinator must re-evaluate the appropriateness of the service plan whenever the member's condition changes significantly or upon 
request of the member or the member's designated representative  or legally authorized representative.

MCO service coordinators are responsible for assuring the service plan is reviewed 30 days after the effective date; at least every 6 
months; and annually; and that the service plan is revised at least annually and whenever indicated by a change in service 
needs.  MCO service coordinators must take appropriate actions to resolve issues noted during any contact. During the monitoring 
contact, MCO service coordinators are responsible for determining if any existing situations jeopardize the member's health and 
welfare. Additional contacts by the MCO service coordinator may be scheduled to protect the member's health and welfare.
The MCO service coordinator must review and document the following:
- Whether waiver and non-waiver services and supports are implemented and provided in accordance with the service plan and 
continue to meet the member's needs, goals, and preferences;
- Whether the member or the member's designated representative  or legally authorized representative is satisfied with 
implementation of services;
- Whether the member's health and welfare are reasonably assured;
- Whether the member or the member's designated representative  or legally authorized representative exercises free choice of 
providers and accesses non-waiver services, including health services;
- For members or the member's designated representative  or legally authorized representative who select the traditional agency 
model, whether or not the agency exercised the alternate service delivery plan in the absence of the regularly scheduled agency 
staff; and
- For members who self-direct service delivery, whether or not the Consumer Directed Services employer implemented the backup 
plan, and, if so, whether or not the backup plan was effective.

Results of monitoring reviews are documented in the member's case file via the service plan service review form. The MCO service 
coordinator takes appropriate actions to address identified problems including counseling with the member or the member's 
designated representative or legally authorized representative; convening a meeting with the member or the member's designated 
representative  or legally authorized representative, and others contributing to the member's care to resolve problems; and 
advocating on the member's behalf with the MDCP provider or non-waiver service. 
When the MCO service coordinator identifies changes in needs or preferences while monitoring the service plan, the MCO service 
coordinator may convene a meeting with the member, the member's designated representative  or legally authorized representative 
or medical consenter, and others contributing to the member's care to address problems or identified changes. The MCO service 
coordinator may also confer with MDCP providers concerning improving implementation strategies. If a self-directing member's 
backup plan was not effective, the MCO service coordinator, the member or the member's designated representative  or legally 
authorized representative or medical consenter and financial management service agency determine the revisions that should be 

Page 79 of 147Application for 1915(c) HCBS Waiver: TX.0181.R06.02 - Sep 01, 2018 (as of Sep 01, ...

10/29/2018https://wms-mmdl.cms.gov/WMS/faces/protected/35/print/PrintSelector.jsp



made to the backup plan. The MCO service coordinator must document in the member's record that the service plan was effective or 
that revisions were required. The MCO service coordinator assures that the backup plan is revised whenever necessary.

(c) The frequency with which monitoring is performed.
The MCO service coordinator must contact the member or the member's designated representative or legally authorization 
representative or medical consenter in person or by telephone at least once every month. The MCO is responsible for conducting  a 
minimum of four face-to-face service coordination contacts annually  in addition to monthly phone calls, unless otherwise requested 
by the member or the member’s designated representative legally authorized representative or medical consenter, in order to 
monitor the health and welfare and ensure that authorized services are actually delivered. The member or the member's designated 
representative  or legally authorized representative or medical consenter's access to services and satisfaction with services are 
reviewed during the monitoring contacts. The back-up plan is reviewed by the MCO service coordinator during the face-to-face 
annual reassessment and the monitoring contacts.

b. Monitoring Safeguards. Select one:

 Entities and/or individuals that have responsibility to monitor service plan implementation and participant health 
and welfare may not provide other direct waiver services to the participant.

 Entities and/or individuals that have responsibility to monitor service plan implementation and participant health 
and welfare may provide other direct waiver services to the participant.

The State has established the following safeguards to ensure that monitoring is conducted in the best interests of the participant.
Specify:




Appendix D: Participant-Centered Planning and Service Delivery
Quality Improvement: Service Plan

As a distinct component of the State’s quality improvement strategy, provide information in the following fields to detail the State’s methods 
for discovery and remediation. 

a. Methods for Discovery: Service Plan Assurance/Sub-assurances 

The state demonstrates it has designed and implemented an effective system for reviewing the adequacy of service plans for waiver 
participants.

i. Sub-Assurances:

a. Sub-assurance: Service plans address all participants’ assessed needs (including health and safety risk factors) and 
personal goals, either by the provision of waiver services or through other means.

Performance Measures 

For each performance measure the State will use to assess compliance with the statutory assurance (or sub-
assurance), complete the following. Where possible, include numerator/denominator.

For each performance measure, provide information on the aggregated data that will enable the State to analyze and 
assess progress toward the performance measure. In this section provide information on the method by which each 
source of data is analyzed statistically/deductively or inductively, how themes are identified or conclusions drawn, 
and how recommendations are formulated, where appropriate.

Performance Measure: 
D.a.1 Number and percent of MDCP members with service plans that address their needs and 
changes as identified by the service coordinator. N: Number of MDCP members with service 
plans that address their needs (including health and safety risk factors) and changes as 
identified by the service coordinator. D: Number of MDCP members with new or renewed 
service plans. 

Data Source (Select one):
Other
If 'Other' is selected, specify:
Managed Care Organization self-report

Responsible Party for data 
collection/generation(check 
each that applies):

Frequency of data 
collection/generation(check 
each that applies):

Sampling Approach(check 
each that applies):

 State Medicaid Agency  Weekly  100% Review
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 Operating Agency  Monthly   Less than 100% 

Review

 Sub-State Entity   Quarterly   Representative Sample

Confidence Interval 
=
95% +/- 5%

  Other

Specify:
Managed Care 
Organizations

  Annually   Stratified

Describe Group:
Stratification by 
MCO and Service 
Delivery Area 
(SDA): 75 
members per MCO 
per quarter with 
continuous 
enrollment for at 
least 90 days in 
current plan, 
sampled across all 
SDAs serviced by 
the MCO.

 Continuously and 

Ongoing

 Other

Specify:




 Other

Specify:




Data Aggregation and Analysis: 

Responsible Party for data aggregation 
and analysis (check each that applies):

Frequency of data aggregation and 
analysis(check each that applies):

  State Medicaid Agency  Weekly 

 Operating Agency  Monthly 

 Sub-State Entity   Quarterly 

 Other 

Specify:




  Annually 

 Continuously and Ongoing 

 Other 

Specify:




Performance Measure: 
D.a.2 Number and percent of MDCP members with service plans that address their goals, as 
indicated in the most recent assessment. N: Number of MDCP members with service plans 
that address their goals, as indicated in the most recent assessment. D: Number of MDCP 
members with new or renewed service plans. 

Data Source (Select one):
Other
If 'Other' is selected, specify:
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Managed Care Organization self-report

Responsible Party for data 
collection/generation(check 
each that applies):

Frequency of data 
collection/generation(check 
each that applies):

Sampling Approach(check 
each that applies):

 State Medicaid Agency  Weekly  100% Review

 Operating Agency  Monthly   Less than 100% 

Review

 Sub-State Entity   Quarterly   Representative Sample

Confidence Interval 
=
95% +/- 5%

  Other

Specify:
Managed Care 
Organizations

  Annually   Stratified

Describe Group:
Stratification by 
MCO and Service 
Delivery Area 
(SDA): 75 
members per MCO 
per quarter with 
continuous 
enrollment for at 
least 90 days in 
current plan, 
sampled across all 
SDAs serviced by 
the MCO.

 Continuously and 

Ongoing

 Other

Specify:




 Other

Specify:




Data Aggregation and Analysis: 

Responsible Party for data aggregation 
and analysis (check each that applies):

Frequency of data aggregation and 
analysis(check each that applies):

  State Medicaid Agency  Weekly 

 Operating Agency  Monthly 

 Sub-State Entity   Quarterly 

 Other 

Specify:




  Annually 

 Continuously and Ongoing 

 Other 

Specify:




Performance Measure: 
D.a.3 Number and percent of MDCP members reporting that service coordinators asked 
about their preferences. N: Number of MDCP members reporting that service coordinators 
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asked about their preferences. D: Number of MDCP members with new or renewed service 
plans. 

Data Source (Select one):
Other
If 'Other' is selected, specify:
Managed Care Organization self-report

Responsible Party for data 
collection/generation(check 
each that applies):

Frequency of data 
collection/generation(check 
each that applies):

Sampling Approach(check 
each that applies):

 State Medicaid Agency  Weekly  100% Review

 Operating Agency  Monthly   Less than 100% 

Review

 Sub-State Entity   Quarterly   Representative Sample

Confidence Interval 
=
95% +/- 5%

  Other

Specify:
Managed Care 
Organizations

  Annually   Stratified

Describe Group:
Stratification by 
MCO and Service 
Delivery Area 
(SDA): 75 
members per MCO 
per quarter with 
continuous 
enrollment for at 
least 90 days in 
current plan, 
sampled across all 
SDAs serviced by 
the MCO.

 Continuously and 

Ongoing

 Other

Specify:




 Other

Specify:




Data Aggregation and Analysis: 

Responsible Party for data aggregation 
and analysis (check each that applies):

Frequency of data aggregation and 
analysis(check each that applies):

  State Medicaid Agency  Weekly 

 Operating Agency  Monthly 

 Sub-State Entity   Quarterly 

 Other 

Specify:




  Annually 

 Continuously and Ongoing 

 Other 
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Responsible Party for data aggregation 
and analysis (check each that applies):

Frequency of data aggregation and 
analysis(check each that applies):

Specify:




b. Sub-assurance: The State monitors service plan development in accordance with its policies and procedures. 

Performance Measures 

For each performance measure the State will use to assess compliance with the statutory assurance (or sub-
assurance), complete the following. Where possible, include numerator/denominator.

For each performance measure, provide information on the aggregated data that will enable the State to analyze and 
assess progress toward the performance measure. In this section provide information on the method by which each 
source of data is analyzed statistically/deductively or inductively, how themes are identified or conclusions drawn, 
and how recommendations are formulated, where appropriate.

Performance Measure: 
D.b.1 Number and percent of MDCP members whose service plans were developed in 
accordance with established policies and procedures. N: Number of MDCP members whose 
service plans were developed in accordance with established policies and procedures. D: 
Number of MDCP members with new or renewed service plans. 

Data Source (Select one):
Other
If 'Other' is selected, specify:
Managed Care Organization self-report

Responsible Party for data 
collection/generation(check 
each that applies):

Frequency of data 
collection/generation(check 
each that applies):

Sampling Approach(check 
each that applies):

 State Medicaid Agency  Weekly  100% Review

 Operating Agency  Monthly   Less than 100% 

Review

 Sub-State Entity   Quarterly   Representative Sample

Confidence Interval 
=
95% +/- 5%

  Other

Specify:
Managed Care 
Organizations

  Annually   Stratified

Describe Group:
Stratification by 
MCO and Service 
Delivery Area 
(SDA): 75 
members per MCO 
per quarter with 
continuous 
enrollment for at 
least 90 days in 
current plan, 
sampled across all 
SDAs serviced by 
the MCO.

 Continuously and 

Ongoing

 Other

Specify:




 Other

Specify:
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


Data Aggregation and Analysis: 

Responsible Party for data aggregation 
and analysis (check each that applies):

Frequency of data aggregation and 
analysis(check each that applies):

  State Medicaid Agency  Weekly 

 Operating Agency  Monthly 

 Sub-State Entity   Quarterly 

 Other 

Specify:




  Annually 

 Continuously and Ongoing 

 Other 

Specify:




c. Sub-assurance: Service plans are updated/revised at least annually or when warranted by changes in the waiver 
participant’s needs.

Performance Measures 

For each performance measure the State will use to assess compliance with the statutory assurance (or sub-
assurance), complete the following. Where possible, include numerator/denominator.

For each performance measure, provide information on the aggregated data that will enable the State to analyze and 
assess progress toward the performance measure. In this section provide information on the method by which each 
source of data is analyzed statistically/deductively or inductively, how themes are identified or conclusions drawn, 
and how recommendations are formulated, where appropriate.

Performance Measure: 
D.c.1 Number and percent of individual service plans that were reassessed and renewed 
annually prior to the individual service plan expiration date. N: Number of individual service 
plans that were reassessed and renewed annually prior to the individual service plan 
expiration date. D: Number of individual plans of care that required annual reassessment and 
renewal. 

Data Source (Select one):
Other
If 'Other' is selected, specify:
Texas Medicaid & Health Partnership, Vision21 Data Warehouse

Responsible Party for data 
collection/generation(check 
each that applies):

Frequency of data 
collection/generation(check 
each that applies):

Sampling Approach(check 
each that applies):

  State Medicaid Agency  Weekly   100% Review

 Operating Agency  Monthly  Less than 100% 

Review

 Sub-State Entity  Quarterly  Representative Sample

Confidence Interval 
=



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  Other

Specify:
Texas Medicaid & 
Healthcare Partnership

 Annually  Stratified

Describe Group:




  Continuously and 

Ongoing

 Other

Specify:




 Other

Specify:




Data Aggregation and Analysis: 

Responsible Party for data aggregation 
and analysis (check each that applies):

Frequency of data aggregation and 
analysis(check each that applies):

  State Medicaid Agency  Weekly 

 Operating Agency  Monthly 

 Sub-State Entity  Quarterly 

 Other 

Specify:




  Annually 

 Continuously and Ongoing 

 Other 

Specify:




d. Sub-assurance: Services are delivered in accordance with the service plan, including the type, scope, amount, 
duration and frequency specified in the service plan.

Performance Measures 

For each performance measure the State will use to assess compliance with the statutory assurance (or sub-
assurance), complete the following. Where possible, include numerator/denominator.

For each performance measure, provide information on the aggregated data that will enable the State to analyze and 
assess progress toward the performance measure. In this section provide information on the method by which each 
source of data is analyzed statistically/deductively or inductively, how themes are identified or conclusions drawn, 
and how recommendations are formulated, where appropriate.

Performance Measure: 
D.d.1 Number and percent of MDCP members whose services were delivered in accordance 
with their service plans, including type, scope, amount, duration, and frequency. N: Number 
of MDCP members whose services were delivered in accordance with their service plans, 
including type, scope, amount, duration, and frequency. D: Number of MDCP members with 
new or renewed service plans. 

Data Source (Select one):
Other
If 'Other' is selected, specify:
Managed Care Organization self-report
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Responsible Party for data 
collection/generation(check 
each that applies):

Frequency of data 
collection/generation(check 
each that applies):

Sampling Approach(check 
each that applies):

 State Medicaid Agency  Weekly  100% Review

 Operating Agency  Monthly   Less than 100% 

Review

 Sub-State Entity   Quarterly   Representative Sample

Confidence Interval 
=
95% +/- 5%

  Other

Specify:
Managed Care 
Organizations

  Annually   Stratified

Describe Group:
Stratification by 
MCO and Service 
Delivery Area 
(SDA): 75 
members per MCO 
per quarter with 
continuous 
enrollment for at 
least 90 days in 
current plan, 
sampled across all 
SDAs serviced by 
the MCO.

 Continuously and 

Ongoing

 Other

Specify:




 Other

Specify:




Data Aggregation and Analysis: 

Responsible Party for data aggregation 
and analysis (check each that applies):

Frequency of data aggregation and 
analysis(check each that applies):

  State Medicaid Agency  Weekly 

 Operating Agency  Monthly 

 Sub-State Entity   Quarterly 

 Other 

Specify:




  Annually 

 Continuously and Ongoing 

 Other 

Specify:




e. Sub-assurance: Participants are afforded choice: Between/among waiver services and providers.

Performance Measures 
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For each performance measure the State will use to assess compliance with the statutory assurance (or sub-
assurance), complete the following. Where possible, include numerator/denominator.

For each performance measure, provide information on the aggregated data that will enable the State to analyze and 
assess progress toward the performance measure. In this section provide information on the method by which each 
source of data is analyzed statistically/deductively or inductively, how themes are identified or conclusions drawn, 
and how recommendations are formulated, where appropriate.

Performance Measure: 
D.e.1 Number and percent of individuals who were afforded a choice among managed care 
organizations in their service area. N: Number of individuals who were afforded a choice 
among managed care organizations in their service area. D: Number of individuals who newly 
enrolled in a managed care organization. 

Data Source (Select one):
Other
If 'Other' is selected, specify:
Texas Medicaid & Healthcare Partnership, Vision21 Data Warehouse

Responsible Party for data 
collection/generation(check 
each that applies):

Frequency of data 
collection/generation(check 
each that applies):

Sampling Approach(check 
each that applies):

  State Medicaid Agency  Weekly   100% Review

 Operating Agency  Monthly  Less than 100% 

Review

 Sub-State Entity  Quarterly  Representative Sample

Confidence Interval 
=




  Other

Specify:
Texas Medicaid & 
Healthcare Partnership

 Annually  Stratified

Describe Group:




  Continuously and 

Ongoing

 Other

Specify:




 Other

Specify:




Data Aggregation and Analysis: 

Responsible Party for data aggregation 
and analysis (check each that applies):

Frequency of data aggregation and 
analysis(check each that applies):

  State Medicaid Agency  Weekly 

 Operating Agency  Monthly 

 Sub-State Entity  Quarterly 

 Other 

Specify:




  Annually 

 Continuously and Ongoing 
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Responsible Party for data aggregation 
and analysis (check each that applies):

Frequency of data aggregation and 
analysis(check each that applies):

 Other 

Specify:




Performance Measure: 
D.e.2 Number and percent of MDCP members who were afforded a choice between and 
among waiver services. N: Number of MDCP members who were afforded a choice between 
and among waiver services. D: Number of MDCP members with new or renewed service 
plans. 

Data Source (Select one):
Other
If 'Other' is selected, specify:
Managed Care Organization self-report

Responsible Party for data 
collection/generation(check 
each that applies):

Frequency of data 
collection/generation(check 
each that applies):

Sampling Approach(check 
each that applies):

 State Medicaid Agency  Weekly  100% Review

 Operating Agency  Monthly   Less than 100% 

Review

 Sub-State Entity   Quarterly   Representative Sample

Confidence Interval 
=
95% +/- 5%

  Other

Specify:
Managed Care 
Organizations

  Annually   Stratified

Describe Group:
Stratification by 
MCO and Service 
Delivery Area 
(SDA): 75 
members per MCO 
per quarter with 
continuous 
enrollment for at 
least 90 days in 
current plan, 
sampled across all 
SDAs serviced by 
the MCO.

 Continuously and 

Ongoing

 Other

Specify:




 Other

Specify:




Data Aggregation and Analysis: 

Responsible Party for data aggregation 
and analysis (check each that applies):

Frequency of data aggregation and 
analysis(check each that applies):

  State Medicaid Agency  Weekly 

 Operating Agency  Monthly 
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Responsible Party for data aggregation 
and analysis (check each that applies):

Frequency of data aggregation and 
analysis(check each that applies):

 Sub-State Entity   Quarterly 

 Other 

Specify:




  Annually 

 Continuously and Ongoing 

 Other 

Specify:




ii. If applicable, in the textbox below provide any necessary additional information on the strategies employed by the State to 
discover/identify problems/issues within the waiver program, including frequency and parties responsible.
HHSC’s Managed Care Compliance Operations unit (MCCO) conducts on-site operational reviews of each MCO at least 
biennially to ensure the MCOs are following their documented policies and procedures and that those policies and 
procedures continue to align with the HHSC’s contractual requirements. 

HHSC’s Quality Review Team (QRT), which consists of representatives from several units within the HHS enterprise, meets 
quarterly to review comprehensive quality reports generated by the Quality Reporting Unit (QRU). The reports generated by 
the QRU summarize data from units within HHSC as well as self-reported data collected from MCOs. These reports include 
quarterly and annual scores per performance measure and remediation activities per performance measure. HHSC staff 
present the reports and recommendations to the Quality Review Team. Priorities for further scrutiny and follow-up with 
Quality Improvement Projects are established in these meetings.

b. Methods for Remediation/Fixing Individual Problems 
i. Describe the State’s method for addressing individual problems as they are discovered. Include information regarding 

responsible parties and GENERAL methods for problem correction. In addition, provide information on the methods used by 
the State to document these items. 
If an MCO fails to meet a performance expectation, standard, schedule, or other contract requirement, the managed care 
contracts give HHSC the authority to use a variety of remedies, including: 

 Corrective action plan
 Assessment of liquidated damages;
 Accelerated monitoring of the MCO, which includes more frequent or extensive monitoring by HHSC;
 Requiring additional financial or programmatic reports to be submitted by the MCO;
 Requiring additional or more detailed financial or programmatic audits or other reviews of the MCO;
 Terminating or declining to renew or extend an MCO contract;
 Appointing temporary MCO management under the circumstances described in 42 CFR §438.706;
 suspending member enrollment;
 Withholding or recouping payment to the MCO; and
 Requiring forfeiture of all or part of the MCO’s performance bond.

The MCO is responsible for ensuring that contracted MCDP providers comply with program rules, regulations, and 
guidelines as specified in this waiver, the managed care contract, and other sub-regulatory guidance. 
The MCO is responsible for conducting  a minimum of four face-to-face service coordination contacts annually  in addition 
to monthly phone calls, unless otherwise requested by the member or the member’s LAR, in order to monitor the health and 
welfare and ensure that authorized services are actually delivered.  
MCOs may escalate issues related to providers or clients to HHSC for technical assistance and resolution.  MCOs that fail to 
meet contract standards related to MDCP are subject to liquidated damages and other remedies.

MCO service coordinators are responsible for monitoring the implementation of ISPs and for coordinating all services, 
waiver and non-waiver, that members receive. MCO service coordinators may need to consult with providers of state plan 
services, as well as community resources, to ensure that all needs are being met, that there is no duplication of services, and 
that the services are being provided in accord with the ISP

The MCO service coordinator discusses the MDCP backup plan at the 30-day monitoring review which takes place after 
services begin. The MCO service coordinator reviews the back-up plan during the face-to-face annual reassessment visit and 
at the 6 month monitoring. The MCO service coordinator makes sure the backup plan is revised at least annually, or 
whenever indicated by changes in the member’s service needs. MCO service coordinators must take appropriate actions to 
resolve issues noted during every monitoring contact. During the monitoring contact, MCO service coordinators are 
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responsible for determining if any existing situations jeopardize the member's health and welfare. Additional contacts by the 
MCO service coordinator may be scheduled to protect the member’s health and welfare.  As necessary, the MCO service 
coordinator enters updates to the ISP  into the MCO system of record, which is available for State review.

HCSSAs and other providers, as applicable, are   responsible for ensuring implementation of the ISP.  HCSSAs are 
responsible for conducting annual nursing assessments to identify member needs and request changes to the ISP accordingly.

ii. Remediation Data Aggregation 
Remediation-related Data Aggregation and Analysis (including trend identification) 

Responsible Party(check each that applies):
Frequency of data aggregation and analysis(check 

each that applies):

  State Medicaid Agency  Weekly 

 Operating Agency  Monthly 

 Sub-State Entity  Quarterly 

 Other 

Specify:




  Annually 

 Continuously and Ongoing 

 Other 

Specify:




c. Timelines 
When the State does not have all elements of the Quality Improvement Strategy in place, provide timelines to design methods for 
discovery and remediation related to the assurance of Service Plans that are currently non-operational.

 No

 Yes
Please provide a detailed strategy for assuring Service Plans, the specific timeline for implementing identified strategies, and the 
parties responsible for its operation.
HHSC is incorporating MDCP into its managed care quality strategy which currently includes all of its 1115 programs.  The 
1115 quality strategywill be reviewed and updated every three years at a minimum.  The 1115 Waiver also requires the state to 
revise the strategy whenever significant changes are made.  HHSC ensures that the STAR Health quality strategy aligns with 
the strategy of 1115, unless program requirements prohibit alignments of the quality strategy. Significant changes include:
• Changes made through the 1115 Transformation Waiver
• Adding new populations to the managed care programs
• Expanding managed care programs to new parts of the state
• Carving new services into the managed care programs

Appendix E: Participant Direction of Services

Applicability (from Application Section 3, Components of the Waiver Request): 

 Yes. This waiver provides participant direction opportunities. Complete the remainder of the Appendix.

 No. This waiver does not provide participant direction opportunities. Do not complete the remainder of the Appendix.

CMS urges states to afford all waiver participants the opportunity to direct their services. Participant direction of services includes the 
participant exercising decision-making authority over workers who provide services, a participant-managed budget or both. CMS will 
confer the Independence Plus designation when the waiver evidences a strong commitment to participant direction.

Indicate whether Independence Plus designation is requested (select one):

 Yes. The State requests that this waiver be considered for Independence Plus designation.

 No. Independence Plus designation is not requested.

Page 91 of 147Application for 1915(c) HCBS Waiver: TX.0181.R06.02 - Sep 01, 2018 (as of Sep 01, ...

10/29/2018https://wms-mmdl.cms.gov/WMS/faces/protected/35/print/PrintSelector.jsp



Appendix E: Participant Direction of Services
E-1: Overview (1 of 13)

a. Description of Participant Direction. In no more than two pages, provide an overview of the opportunities for participant direction 
in the waiver, including: (a) the nature of the opportunities afforded to participants; (b) how participants may take advantage of these 
opportunities; (c) the entities that support individuals who direct their services and the supports that they provide; and, (d) other 
relevant information about the waiver's approach to participant direction. 

Members have the option of choosing (1) the traditional agency option; (2) the consumer directed services option; or (3) the service 
responsibility option.

(1)The traditional agency option, which is provider-managed, directs any services not available through the consumer directed 
services option or the service responsibility option and any services that the member, the member's legally authorized 
representative, or medical consenter elect not to self-direct.  Under the traditional agency option, the member, the member's legally 
authorized representative, or medical consenter chooses a network provider. 

(2)Participation in the consumer directed services option provides the member, the member's legally authorized representative, or 
medical consenter the opportunity to be the employer of persons providing waiver services chosen for self-direction. Members 
residing in their own private residence or the home of a family member may choose to self-direct any of the following services: 
respite, supported employment, employment assistance, and flexible family support services.  Each member, the member's legally 
authorized representative, or medical consenter electing to use the consumer directed services option must receive support from a 
financial management services provider, referred to as a Financial Management Service Agency chosen by the member, legally 
authorized, or medical consenter. 

(3)The service responsibility option allows the member, the member's legally authorized representative, or medical consenter to 
select, train and provide daily management of a service provider, while the fiscal, personnel, and service back-up plan 
responsibilities remain with the home health agency selected by the member, member's legally authoirzed representative, or medical 
consenter.

The traditional agency option, which is provider-managed, directs any services not available through the consumer directed services 
option or the service responsibility option and any services that the member or the member's legally authorized representative, or 
medical consenter elect not to self-direct. Under the traditional agency option, the member, the member's legally authorized 
representative or medical consenter chooses a network provider.

At the time of enrollment in the waiver, at least annually thereafter, and upon request of the member, he member's legaly authorized 
representative, or medical consenter the managed care organization (MCO) service coordinator informs the member, the member's 
lrgally authorized representative, or medical consenter; or both, of the option to use the consumer option services option or service 
reponsibility option to self-direct services.  The member, the member's legaly authorized representative, or medical consenter may 
elect at any time to choose the consumer directed services option or service responsibility option, terminate participation in the 
consumer directed services option or service responsibility option, or to change financial management service agencies.

When choosing to self-direct services, the member, the member's legally authorized representative, or medical consenter is the 
common-law employer (referenced as the "consumer directed service employer" from this point forward) of service providers and 
has decision-making authority over providers of self-directed services. The consumer directed services employer also has budget 
authority. The MCO approves funding for self- directed services based on the authorized service plan. The consumer directed 
services employer or designated representative, with the assistance of the financial management service agency, budgets approved 
funds for self-directed services.

Supports for the consumer directed service employer include:
1. The MCO service coordinator, who provides information about the consumer directed opition or service responsibility option, 
assists the CDS employer with filling out required forms, and monitors service delivery. The MCO service coordination functions 
are global and apply to self-directed as well as provider-delivered waiver services and non-waiver services;
2. A financial management  service agency, chosen by the member, legally authorized representative, or medical consenter to 
provide financial management services. The financial managment service agency must be enrolled and credentialed with the MCO.
3. Supports may also include a designated representative, if appointed by the consumer directed service employer, who assists in 
meeting consumer directed service employer responsibilities to the extent directed by the comsumer directed service employer. 

To participate in the consumer directed service option, a member, the member's legally authorized representative, or medical 
consenter must:
1. Select the consumer directed service option;
2. Select a financial management service agency;
3. Participate in orientation and ongoing training conducted by the financial management service option;
4. Perform all consumer directed option employer tasks that are required for self-direction or designate a designate representative 
capable of performing some or all of these tasks on the consumer directed service employer's behalf; and
5. Maintain a service back-up plan for provision of services determined by the service planning team to be critical to the member's 
health and welfare.

Page 92 of 147Application for 1915(c) HCBS Waiver: TX.0181.R06.02 - Sep 01, 2018 (as of Sep 01, ...

10/29/2018https://wms-mmdl.cms.gov/WMS/faces/protected/35/print/PrintSelector.jsp



Appendix E: Participant Direction of Services
E-1: Overview (2 of 13)

b. Participant Direction Opportunities. Specify the participant direction opportunities that are available in the waiver. Select one: 

 Participant: Employer Authority. As specified in Appendix E-2, Item a, the participant (or the participant's representative) 
has decision-making authority over workers who provide waiver services. The participant may function as the common law 
employer or the co-employer of workers. Supports and protections are available for participants who exercise this authority. 

 Participant: Budget Authority. As specified in Appendix E-2, Item b, the participant (or the participant's representative) has 
decision-making authority over a budget for waiver services. Supports and protections are available for participants who have 
authority over a budget. 

 Both Authorities. The waiver provides for both participant direction opportunities as specified in Appendix E-2. Supports and 
protections are available for participants who exercise these authorities. 

c. Availability of Participant Direction by Type of Living Arrangement. Check each that applies: 

  Participant direction opportunities are available to participants who live in their own private residence or the home of a 

family member. 
 Participant direction opportunities are available to individuals who reside in other living arrangements where services 

(regardless of funding source) are furnished to fewer than four persons unrelated to the proprietor. 
 The participant direction opportunities are available to persons in the following other living arrangements 

Specify these living arrangements:




Appendix E: Participant Direction of Services
E-1: Overview (3 of 13)

d. Election of Participant Direction. Election of participant direction is subject to the following policy (select one):

 Waiver is designed to support only individuals who want to direct their services.

 The waiver is designed to afford every participant (or the participant's representative) the opportunity to elect to 
direct waiver services. Alternate service delivery methods are available for participants who decide not to direct 
their services.

 The waiver is designed to offer participants (or their representatives) the opportunity to direct some or all of their 
services, subject to the following criteria specified by the State. Alternate service delivery methods are available for 
participants who decide not to direct their services or do not meet the criteria.

Specify the criteria

A member, member's legally authorized representative, or medical consenter is offered the opportunity to self-direct services 
when:

1. The member lives in his or her own home or the home of a family member; and
2. The service plan includes respite, supported employment, employment assistance or flexible family supports.

Appendix E: Participant Direction of Services
E-1: Overview (4 of 13)

e. Information Furnished to Participant. Specify: (a) the information about participant direction opportunities (e.g., the benefits of 
participant direction, participant responsibilities, and potential liabilities) that is provided to the participant (or the participant's 
representative) to inform decision-making concerning the election of participant direction; (b) the entity or entities responsible for 
furnishing this information; and, (c) how and when this information is provided on a timely basis. 

The MCO service coordinator provides each member, the member's legaly authorized representative, or medical consenter a written 
and oral explanation of the consumer directed services option and service responsibility option, which is included in the member 
handbook, during the initial assessment, and at each annual review of the service plan or at any time requested by the member, the 
member's legally authorization, or member consenter.
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Each member, the member's legally authoirzation representative, or medical consenter is provided information sufficient to assure 
informed decision making and understanding of the consumer directed service option, service responsibility option and traditional 
agency option. The information includes the responsibilities and choices a member, a member's legally authorized representive, or 
medical consenter can make with the election of the consumer directed service option or service representative option.

Information provided orally and in writing to the member, the member's legaly authorized represnetative, or medical consenter by 
the MCO service coordinator includes:

3. An overview of the consumer directed service option and service responsibility option;
4. Explanation of responsibilities in the consumer directed services option and service reponsibility option for the member, the 
member's legally authorized representative, or medical consenter, MCO service coordinator, and the financial management serive 
agency or home health agency for service responsibility option;
5. Explanation of benefits and risks of participating in the consumer directed service option and service responsibility option;
6. Self-assessment for participation in the consumer directed service option;
7. Explanation of required minimum qualifications of service providers through the consumer directed service option; and
8. Explanation of employee/consumer directed service employer relationships that prohibit employment under the consumer 
directed services
option.

Appendix E: Participant Direction of Services
E-1: Overview (5 of 13)

f. Participant Direction by a Representative. Specify the State's policy concerning the direction of waiver services by a 
representative (select one):

 The State does not provide for the direction of waiver services by a representative.

 The State provides for the direction of waiver services by representatives.

Specify the representatives who may direct waiver services: (check each that applies):

 Waiver services may be directed by a legal representative of the participant. 

  Waiver services may be directed by a non-legal representative freely chosen by an adult participant. 

Specify the policies that apply regarding the direction of waiver services by participant-appointed representatives, including 
safeguards to ensure that the representative functions in the best interest of the participant:

The member, the member's legaly authorized representative, or medical consenter serving as the consumer directed 
service employer may appoint a non-legal representative adult as a designated representative to assist in performance of 
consumer directed service employer responsibilities to the extent desired by the member, the member's legally authorized 
representative, or medical consenter. The consumer direct service employer must document the consumer directed service 
employer responsibilities that the designatted representative may perform and those that the designated representative may 
not perform on the consumer directed service employer’s behalf.  The consumer directed service employer must provide 
this documentation to the financial management servie agency. The financial management service agency monitors 
performance of consumer directed service employer responsibilities performed by the consumer directed service employer 
and, when applicable, the designaed representative in accordance with the consumer directed service employer 
documented directions.  Neither the designated representative nor the spouse of the designated representative may be 
employed by, receive compensation from, or be the provider of waiver services for the member.

Appendix E: Participant Direction of Services
E-1: Overview (6 of 13)

g. Participant-Directed Services. Specify the participant direction opportunity (or opportunities) available for each waiver service that 
is specified as participant-directed in Appendix C-1/C-3. 

Waiver Service Employer Authority Budget Authority

Flexible Family Support Services  

Employment Assistance  

Supported Employment  

Respite  

Appendix E: Participant Direction of Services
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E-1: Overview (7 of 13)

h. Financial Management Services. Except in certain circumstances, financial management services are mandatory and integral to 
participant direction. A governmental entity and/or another third-party entity must perform necessary financial transactions on behalf 
of the waiver participant. Select one: 

 Yes. Financial Management Services are furnished through a third party entity. (Complete item E-1-i).

Specify whether governmental and/or private entities furnish these services. Check each that applies:

 Governmental entities 

  Private entities 

 No. Financial Management Services are not furnished. Standard Medicaid payment mechanisms are used. Do not 
complete Item E-1-i.

Appendix E: Participant Direction of Services
E-1: Overview (8 of 13)

i. Provision of Financial Management Services. Financial management services (FMS) may be furnished as a waiver service or as an 
administrative activity. Select one: 

 FMS are covered as the waiver service specified in Appendix C-1/C-3

The waiver service entitled:
Financial Management Services

 FMS are provided as an administrative activity.

Provide the following information

i. Types of Entities: Specify the types of entities that furnish FMS and the method of procuring these services: 

Private entities furnish financial management services. These entities, called financial management service agencies, 
contract with the MCOs to provide financial management services to members, the member's legally authorized 
representative, or medical consenter across the state.  MCOs must maintain an adequate network of MDCP providers, 
including financial management service agencies, in order to ensure that MDCP members have access to financial 
management services.

ii. Payment for FMS. Specify how FMS entities are compensated for the administrative activities that they perform: 

Entities are compensated with a flat, monthly fee per member.

iii. Scope of FMS. Specify the scope of the supports that FMS entities provide (check each that applies): 

Supports furnished when the participant is the employer of direct support workers:

  Assist participant in verifying support worker citizenship status 

  Collect and process timesheets of support workers 

  Process payroll, withholding, filing and payment of applicable federal, state and local employment-related 

taxes and insurance 
 Other 

Specify:




Supports furnished when the participant exercises budget authority:

  Maintain a separate account for each participant's participant-directed budget 

  Track and report participant funds, disbursements and the balance of participant funds 

 Process and pay invoices for goods and services approved in the service plan 

  Provide participant with periodic reports of expenditures and the status of the participant-directed budget 

 Other services and supports 
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Specify:




Additional functions/activities:

  Execute and hold Medicaid provider agreements as authorized under a written agreement with the Medicaid 

agency 
  Receive and disburse funds for the payment of participant-directed services under an agreement with the 

Medicaid agency or operating agency 
  Provide other entities specified by the State with periodic reports of expenditures and the status of the 

participant-directed budget 
 Other 

Specify:




iv. Oversight of FMS Entities. Specify the methods that are employed to: (a) monitor and assess the performance of FMS 
entities, including ensuring the integrity of the financial transactions that they perform; (b) the entity (or entities) responsible 
for this monitoring; and, (c) how frequently performance is assessed. 

The MCO has the responsibility for contracting, credentialing and monitoring financial management service 
agencies.  Verification of financial management service agency qualifications is completed by the MCO as part of the initial 
contracting and credentialing process and every three years thereafter. 

HHSC provides training to financial management sevice agencies annually as well as regular trainings related to quality and 
quality assurances. financail management service agencies must pass a knowledge exam, administered by HHSC to be 
eligible for a contract. Only contract-eligible financial management service agenciess may participate in an MCO’s network. 

The MCO is responsible for conducting  a minimum of four face-to-face service coordination contacts annually  in addition 
to monthly phone calls, unless otherwise requested by the member, the member’s legally authorized representative, or 
medical consenter, in order to monitor the health and welfare and ensure that authorized services are actually delivered.

Appendix E: Participant Direction of Services
E-1: Overview (9 of 13)

j. Information and Assistance in Support of Participant Direction. In addition to financial management services, participant 
direction is facilitated when information and assistance are available to support participants in managing their services. These 
supports may be furnished by one or more entities, provided that there is no duplication. Specify the payment authority (or 
authorities) under which these supports are furnished and, where required, provide the additional information requested (check each 
that applies): 

  Case Management Activity. Information and assistance in support of participant direction are furnished as an element of 

Medicaid case management services.

Specify in detail the information and assistance that are furnished through case management for each participant direction 
opportunity under the waiver:

Information provided orally and in writing to the member,  the member's legally authorized representative, or medical 
consenter by the MCO service coordinator includes:

1. An overview of the consumer directed services option and service responsibility option ;
2. Explanation of responsibilities in the consumer directed services option and service responsibility option  for the member, 
the member's LAR or medical consenter, the MCO service coordinator, and the financial management service agency or home 
health agency for service responsibility option;
3. Explanation of benefits and risks of participating in the consumer directed services option and service responsibility option;
4. Self-assessment for participation in the consumer directed services option;
5. Explanation of required minimum qualifications of service providers through the consumer directed service option; and
6. Explanation of employee/consumer directed services employer relationships that prohibit employment under the consumer 
directed services
option.
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  Waiver Service Coverage. Information and assistance in support of participant direction are provided through the following 

waiver service coverage(s) specified in Appendix C-1/C-3 (check each that applies):

Participant-Directed Waiver ServiceInformation and Assistance Provided through this Waiver Service Coverage

Flexible Family Support Services

Adaptive Aids

Employment Assistance

Supported Employment

Respite

Minor Home Modifications

Financial Management Services 

Transition Assistance Services

 Administrative Activity. Information and assistance in support of participant direction are furnished as an administrative 

activity.

Specify (a) the types of entities that furnish these supports; (b) how the supports are procured and compensated; (c) describe in 
detail the supports that are furnished for each participant direction opportunity under the waiver; (d) the methods and 
frequency of assessing the performance of the entities that furnish these supports; and, (e) the entity or entities responsible for 
assessing performance:




Appendix E: Participant Direction of Services
E-1: Overview (10 of 13)

k. Independent Advocacy (select one). 

 No. Arrangements have not been made for independent advocacy.

 Yes. Independent advocacy is available to participants who direct their services.

Describe the nature of this independent advocacy and how participants may access this advocacy:




Appendix E: Participant Direction of Services
E-1: Overview (11 of 13)

l. Voluntary Termination of Participant Direction. Describe how the State accommodates a participant who voluntarily terminates 
participant direction in order to receive services through an alternate service delivery method, including how the State assures 
continuity of services and participant health and welfare during the transition from participant direction: 

A member, the member's legally authorized represtative, or medical consenter may voluntarily terminate participation in the 
consumer directed service option or service responsibility option at any time.  The MCO service coordinator assists with revising 
the service plan for the transition of services previously delivered through the consumer directed service option or service 
responsibility option to be delivered by the provider chosen by the member, the member's legally authorized representative, or 
medical consenter under a traditional agency option. The service planning team assists the member, the member's legally authorized 
representive, or medical consenter as necessary to ensure continuity of all waiver services and maintenance of the member's health 
and welfare during the transition from the consumer directed service option or service responsiblity option to the traditional agency 
option.  The State assures that participants do not lose services in the interim between terminating the consumer directed services 
option and beginning the traditional agency option.

The financail managment service agency closes the consumer directed service employer’s payroll and payable accounts and 
completes all deposits and filings of required reports with governmental agencies on behalf of the member, the member's legally 
authorized represtative, or medical consenter. When a member, member's legally authorized representative, or medical consenter 
voluntarily terminates self-direction of services, the MCO service coordinator will assist the member, member's legally authorized 
representative, or medical consenter to begin services through the traditional agency option with no gap in coverage. 
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The member, member's legally authorized representative, or medical consenter must wait 90 days before returning to the consumer 
directed service option.

Appendix E: Participant Direction of Services
E-1: Overview (12 of 13)

m. Involuntary Termination of Participant Direction. Specify the circumstances when the State will involuntarily terminate the use of 
participant direction and require the participant to receive provider-managed services instead, including how continuity of services 
and participant health and welfare is assured during the transition. 

A member’s service planning team, financial management service agency, or the MCO may recommend termination of participation 
in the CDS option if the member,  member's legally authorized representative, medical consenter, or designated representative  does 
not implement and successfully complete the following steps and interventions:

1. Address risks to the member’s health or welfare;
2. Successfully direct the delivery of program services through consumer directed services;
3. Meet the consumer directed services employer responsibilities;
4. Successfully implement corrective action plans ; or
5. Appoint a designated representative or access other available supports to assist the consumer directed services employer in 
meeting consumer directed services employer responsibilities.

In addition, the MCO may require immediate termination of self-directed services in circumstances that jeopardize health and 
safety, when the Designated Representative  is convicted of an offence under Chapter 32 of the Penal Code or an offence barring 
employment as listed in the Texas Health and Safety Code, § 250.006(a) and (b), or if HHSC or another government agency with 
applicable regulatory authority recommends termination. (Title 40, Texas Administrative Code, Part 1, Chapter 41, Subchapter D).  

The MCO service coordinator and service planning team assist the member,  member's legally authorized representative, or medical 
consenter to ensure continuity of all waiver services and maintenance of the individual’s health and welfare during the transition 
from the consumer directed service option to the traditional agency option. The financial management service agency closes the 
consumer directed service employer’s payroll and payable accounts and completes all deposits and filing of required reports with 
governmental agencies on behalf of the member.

Appendix E: Participant Direction of Services
E-1: Overview (13 of 13)

n. Goals for Participant Direction. In the following table, provide the State's goals for each year that the waiver is in effect for the 
unduplicated number of waiver participants who are expected to elect each applicable participant direction opportunity. Annually, the 
State will report to CMS the number of participants who elect to direct their waiver services. 

Table E-1-n
Employer Authority Only Budget Authority Only or Budget Authority in Combination with Employer Authority

Waiver Year Number of Participants Number of Participants

Year 1 3102

Year 2 3102

Year 3 3102

Year 4 3102

Year 5 3102

Appendix E: Participant Direction of Services
E-2: Opportunities for Participant Direction (1 of 6)

a. Participant - Employer Authority Complete when the waiver offers the employer authority opportunity as indicated in Item E-1-b:

i. Participant Employer Status. Specify the participant's employer status under the waiver. Select one or both:

  Participant/Co-Employer. The participant (or the participant's representative) functions as the co-employer (managing 

employer) of workers who provide waiver services. An agency is the common law employer of participant-
selected/recruited staff and performs necessary payroll and human resources functions. Supports are available to assist 
the participant in conducting employer-related functions.
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Specify the types of agencies (a.k.a., agencies with choice) that serve as co-employers of participant-selected staff:

Home and Community Support Service Agency
  Participant/Common Law Employer. The participant (or the participant's representative) is the common law employer 

of workers who provide waiver services. An IRS-approved Fiscal/Employer Agent functions as the participant's agent in 
performing payroll and other employer responsibilities that are required by federal and state law. Supports are available 
to assist the participant in conducting employer-related functions.

ii. Participant Decision Making Authority. The participant (or the participant's representative) has decision making authority 
over workers who provide waiver services. Select one or more decision making authorities that participants exercise:

  Recruit staff 

  Refer staff to agency for hiring (co-employer) 

 Select staff from worker registry 

  Hire staff common law employer 

  Verify staff qualifications 

  Obtain criminal history and/or background investigation of staff 

Specify how the costs of such investigations are compensated:

Funds available in the member's consumer directed services budget are used for this purpose.
  Specify additional staff qualifications based on participant needs and preferences so long as such qualifications 

are consistent with the qualifications specified in Appendix C-1/C-3. 
  Determine staff duties consistent with the service specifications in Appendix C-1/C-3. 

  Determine staff wages and benefits subject to State limits 

  Schedule staff 

  Orient and instruct staff in duties 

  Supervise staff 

  Evaluate staff performance 

  Verify time worked by staff and approve time sheets 

  Discharge staff (common law employer) 

 Discharge staff from providing services (co-employer) 

 Other 

Specify: 




Appendix E: Participant Direction of Services
E-2: Opportunities for Participant-Direction (2 of 6)

b. Participant - Budget Authority Complete when the waiver offers the budget authority opportunity as indicated in Item E-1-b:

i. Participant Decision Making Authority. When the participant has budget authority, indicate the decision-making authority 
that the participant may exercise over the budget. Select one or more:

  Reallocate funds among services included in the budget 

  Determine the amount paid for services within the State's established limits 

  Substitute service providers 

  Schedule the provision of services 

  Specify additional service provider qualifications consistent with the qualifications specified in Appendix C-1/C-3 

  Specify how services are provided, consistent with the service specifications contained in Appendix C-1/C-3 

  Identify service providers and refer for provider enrollment 

  Authorize payment for waiver goods and services 

  Review and approve provider invoices for services rendered 

 Other 

Specify: 
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


Appendix E: Participant Direction of Services
E-2: Opportunities for Participant-Direction (3 of 6)

b. Participant - Budget Authority

ii. Participant-Directed Budget Describe in detail the method(s) that are used to establish the amount of the participant-
directed budget for waiver goods and services over which the participant has authority, including how the method makes use 
of reliable cost estimating information and is applied consistently to each participant. Information about these method(s) must 
be made publicly available. 

The  service plan  is developed in the same manner for the member who elects the consumer directed service option as it is 
for the member who elects to have services delivered through the traditional agency option. The service plan must be 
approved by the MCO service coordinator. The consumer directed service budget is the estimated cost of the self-directed 
services in the approved service plan and the adopted consumer directed services reimbursement rates. The consumer 
directed services budget is developed by the member or the member's legally authorized representative or medical consenter 
with assistance from the financial management service agency.

The consumer directed services budget is allocated to each self-directed service based on the approved service plan.  The 
budget for each service, and any revisions, must be approved by the financial management service agency prior to 
implementation. The financial management service agency must ensure that projected expenditures are within the authorized 
budget for each service; are allowable and reasonable; and are projected over the effective period of the plan to ensure that 
sufficient funds will be available to the end date of the service plan.  With approval of the financial management service 
agency, the member, the member's legally authorized representative or medical consenter may make revisions to a specific 
consumer directed service budget that does not change the amount of funds available for the service based on the approved 
service plan.

Consumer directed service employer-related costs are paid for using the consumer directed service  budget and include costs 
for equipment, supplies or activities that will provide direct benefit to the member or the member's legally authorized 
representative who self-directs services to support specific outcomes related to being a consumer directed service employer 
including: recruiting expenses, fax machine for sending employee time sheets to the financial management service, criminal 
conviction history checks from the Texas Department of Public Safety, acquiring other background checks of a potential 
service provider, purchasing employee job-specific training, cardio-pulmonary resuscitation training, first-aid  training, and 
Hepatitis B vaccination if elected by an employee. A member, the member's legally authorized representative, or medical 
consenter may use up to a maximum of $600 of the consumer directed services budget for consumer directed services 
employer-related support activities.

Information concerning budget methodology for the consumer directed services budget is available to the public in Title 40, 
Texas Administrative Code, Part 1, Chapter 41.

Appendix E: Participant Direction of Services
E-2: Opportunities for Participant-Direction (4 of 6)

b. Participant - Budget Authority

iii. Informing Participant of Budget Amount. Describe how the State informs each participant of the amount of the participant-
directed budget and the procedures by which the participant may request an adjustment in the budget amount. 

The member, the member's legally authorized representative, or medical consenter participates as part of the service 
planning team that develops the member’s person-directed service plan.  The service plan includes the service plan budget. 
Members, the member's legally authorized representative, or medical consenter are apprised of the service plan budget as it 
is developed. The member, the member's legally authorized representative, or medical consenter develops the consumer 
directed service budget based on the finalized service plan which includes the authorized amount of funds.

The financial management service agency and the MCO service coordinator inform the consumer directed service employer 
of the amount authorized for a particular service before the consumer directed service budget is developed. The consumer 
directed service employer may request an adjustment to the consumer directed service budget at any time, subject to cost 
limits. When the MCO denies a consumer directed service employer's request for an adjustment to the consumer directed 
service budget, the consumer directed service employer is entitled to a fair hearing. The procedures for a fair hearing are 
provided in Appendix F, Individual Rights. The procedures for requesting a fair hearing and an internal MCO appeal are 
provided in Appendix F, Individual Rights.

Appendix E: Participant Direction of Services
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E-2: Opportunities for Participant-Direction (5 of 6)

b. Participant - Budget Authority

iv. Participant Exercise of Budget Flexibility. Select one: 

 Modifications to the participant directed budget must be preceded by a change in the service plan.

 The participant has the authority to modify the services included in the participant directed budget without 
prior approval.

Specify how changes in the participant-directed budget are documented, including updating the service plan. When prior 
review of changes is required in certain circumstances, describe the circumstances and specify the entity that reviews the 
proposed change:




Appendix E: Participant Direction of Services
E-2: Opportunities for Participant-Direction (6 of 6)

b. Participant - Budget Authority

v. Expenditure Safeguards. Describe the safeguards that have been established for the timely prevention of the premature 
depletion of the participant-directed budget or to address potential service delivery problems that may be associated with 
budget underutilization and the entity (or entities) responsible for implementing these safeguards: 

A member's consumer directed services budget is calculated based on projected utilization and frequency of the services as 
determined by the service planning team. The financial management service agency is required to monitor payroll every pay 
period (two weeks) and expenditures (as processed for payment) and report over-utilization and under-utilization to the 
consumer directed services employer and the MCO service coordinator. When an over-utilization or under-utilization is not 
corrected by the consumer directed services employer, the financial management service agency notifies the MCO service 
coordinator and the consumer directed services employer. The MCO service coordinator and the consumer directed services 
employer identify the cause of the continuing deviation from projected utilization and develop a plan to correct the deviation 
or revise the service plan.

Appendix F: Participant Rights
Appendix F-1: Opportunity to Request a Fair Hearing

The State provides an opportunity to request a Fair Hearing under 42 CFR Part 431, Subpart E to individuals: (a) who are not given the 
choice of home and community-based services as an alternative to the institutional care specified in Item 1-F of the request; (b) are denied 
the service(s) of their choice or the provider(s) of their choice; or, (c) whose services are denied, suspended, reduced or terminated. The State 
provides notice of action as required in 42 CFR §431.210. 

Procedures for Offering Opportunity to Request a Fair Hearing. Describe how the individual (or his/her legal representative) is 
informed of the opportunity to request a fair hearing under 42 CFR Part 431, Subpart E. Specify the notice(s) that are used to offer 
individuals the opportunity to request a Fair Hearing. State laws, regulations, policies and notices referenced in the description are available 
to CMS upon request through the operating or Medicaid agency. 

HHSC maintains a fair hearing system and provides an opportunity to request a fair hearing in accordance with 42CFRPart431SubpartE. 
Informing applicants and members/LARs/medical consenter about the right to notice of action and a fair hearing:HHSCs fair hearings 
process is detailed in Title 1of the TAC,Chapter357.During the initial face-to-face visit by the MCO service coordinator with the 
member/LAR/medical consenter,the service coordinator explains the member has the right to request a HHSC fair hearing and explains the 
fair hearing process.At the time of enrollment,at least annually,upon request and at any time of any action affecting the member or the 
member's claim,the service coordinator provides an oral and written explanation to the member/LAR/medical consenter of a member's right 
to request a HHSC fair hearing.The service coordinator documents that the explanation of the right to request a HHSC fair hearing was 
provided to the member/LAR/medical consenter.This explanation includes a description of the member's right to request a HHSC fair 
hearing for:a denial of entrance into the waiver;an action to reduce,suspend,terminate,or deny benefits;a failure to act with reasonable 
promptness on a member's claim for benefits or services;a failure to be given the choice of HCBS as an alternative to institutional care;and 
a denial of the service(s) of their choice or the provider(s) of their choice.Content of and timeframe for providing notice:MCO(or HHSC for 
program eligibility actions only)provides notice of action and the right to an HHSC fair hearing as required in 42CFR§431.210 and 1TAC 
357.11.Written notice of an adverse action is mailed to the member/LAR/medical consenter by the MCO at least 10days before the date the 
action is to take effect,except as provided by federal rules.A copy of the notice is maintained in the member's record.Except as provided in 
federal regulations,the written notice of action and the right to a HHSC fair hearing includes:a statement of what action HHSC intends to 
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take;reasons for the intended action;the specific regulation that supports,or the change in federal or state law that requires, the action;an 
explanation of the circumstances under which member is eligible to receive or continue to receive services while the member's appeal is 
under consideration and the actions that the member must take in order for current services to continue;an explanation of the right to appeal 
and the procedures for requesting a fair hearing;and the right to be represented by others,including legal counsel,and information about 
legal services available in the community.If a member/LAR/medical consenter elects to request a HHSC fair hearing verbally or in 
writing,the MCO retains a copy of the written request in the member’s record.Requesting the hearing:The member/LAR/member's 
consenter has the right to appeal within 90 days from the date on the notice of agency action,or the effective date of the agency 
action,whichever is later.The appeal may be made in writing or orally.The MCO must notify HHSC Appeals Division within 5 calendar 
days of the date that the member expresses a desire to appeal and allow the member to appeal more than one action at the same time.
Continuation of services:If the agency sends the 10day notice and the member/LAR/medical constenter requests an HHSC fair hearing 
before the date of action,then the MCO may not discontinue services until a decision is rendered after the HHSC fair hearing unless it is 
determined that the only issue is one of federal or state law or policy and the agency promptly informs the member/LAR/medical consenter 
in writing that the services are to be terminated or reduced pending the HHSC fair hearing decision. No less than 14days prior to the HHSC 
fair hearing,the HHSC fair hearings officer sends all parties notice of the date,time,and place of the hearing. The notice includes the basis 
for the action or intended action taken;the HHSC fair hearing procedures;contact information to notify HHSC if the member/LAR/medical 
consenter cannot participate in the HHSC fair hearing;that legal services may be available to the member/LAR/member's consenter;of the 
requirement to request reasonable accommodations;that the HHSC fair hearing will be dismissed for failure to appear without good 
cause;that documents used in the HHSC fair hearing will be provided to the member/LAR/medical consenter at no charge before,during 
and after the HHSC fair hearing;and that the case file is available upon request.Within 5calendar days of notification that the HHSC fair 
hearing is set,the MCO will prepare an evidence packet as required for submission to the HHSC fair hearings staff and send a copy of the 
packet to the member.The MCO sends a letter to the member informing the member that if an appeal is filed timely the member’s 
benefits/services will continue.The member may also contact a member advocate or service coordinator for assistance or clarification.All 
documentation related to the adverse action and/or requests are maintained by the MCO in the member’s case file. No later than 90days 
from the date the HHSC fair hearings appeal is received by the HHSC,a decision shall be issued. This time frame may be extended by 
postponements or recesses. The HHSC fair hearings officer has the right to reissue a decision within 20 days of the date of the original 
decision if the HHSC fair hearings officer becomes aware of an error of law or fact that would have affected the outcome of the 
decision.The member may request that a HHSC fair hearing be reopened within 12months of the decision date under certain 
circumstances.The MCO will implement the decision of the HHSC fair hearings officer within ten calendar days of the date of the decision 
and sends confirmation to the HHSC fair hearings office documenting that the decision has been implemented.
MCO internal appeal system:Procedure to Request an MCO internal appeal:The MCO must develop, implement and maintain an MCO 
internal appeal process that complies with state and federal laws and regulations.The MCO’s internal appeal process must be provided to 
members in writing and through oral interpretive services.When a member/LAR/medical constenter expresses orally or in writing any 
dissatisfaction or disagreement with a reduction,denial,suspension or termination of services the MCO must regard the expression of 
dissatisfaction as an MCO internal appeal and a HHSC fair hearing request. Members must exhaust the expedited MCO internal appeal 
process before making a request for an expedited HHSC fair hearing. A member may make an MCO internal appeal, orally or in writing, 
with the MCO within 30 days from receipt of the notice of reduction, denial, suspension or termination of services.  
The MCO must send a letter to the member within 5 business days acknowledging receipt of the MCO internal appeal. Except for the 
resolution of an expedited MCO internal appeal, the MCO must complete the entire standard appeal process within 30 calendar days after 
receipt of the initial written or oral MCO internal appeal. The timeframe for a standard appeal may be extended up to 14 calendar days if 
the member or his or her representative requests an extension; or the MCO shows that there is a need for additional information and how 
the delay is in the member’s interest. If the timeframe is extended and the member did not request the delay, the MCO must give the 
member written notice of the reason for delay. The MCO must designate an officer who has primary responsibility for ensuring that MCO 
internal appeals are resolved within these timeframes and in accordance with the MCO’s written policies. In accordance with 
42CFR.§438.420, the MCO must continue the member’s benefits currently being received by the member, including the benefit that is the 
subject of the MCO internal appeal, if all of the following criteria are met: The member or his or her representative files the MCO internal 
appeal timely;the MCO internal appeal involves the termination,suspension,or reduction of a previously authorized course of treatment the 
services were ordered by an authorized provider; the original period covered by the original authorization has not expired;and the member 
requests an extension of the benefits.If,at the member’s request,the MCO continues or reinstates the member’s benefits while the MCO 
internal appeal is pending, the benefits must be continued until one of the following occurs: The member withdraws the MCO internal 
appeal;10days pass after the MCO mails the notice resolving the MCO internal appeal against the member, unless the member,within the 
10day timeframe,has requested a HHSC Fair Hearing with continuation of benefits until a HHSC fair hearing decision can be reached; or 
an HHSC fair hearings officer issues a hearing decision adverse to the member. If the MCO or HHSC fair hearings officer  reverses a 
decision to deny,limit,or delay services that were not furnished while an appeal was pending, the MCO must authorize or provide the 
disputed services promptly and as expeditiously as the member’s health condition requires.If the MCO or HHSC fair hearings officer 
reverses a decision to deny authorization of services and the member received the disputed services while an appeal was pending,the MCO 
is responsible for the payment of services.The MCO is prohibited from discriminating or taking punitive action against a member or his or 
her representative for making an appeal. In accordance with 42CFR.§438.410,the MCO must establish and maintain an expedited review 
process for MCO internal appeals, when the MCO determines or the provider indicates that taking the time for a standard resolution could 
seriously jeopardize the member’s life or health or ability to attain,maintain, or regain maximum function.The MCO must follow all MCO 
internal appeal requirements for standard member appeals except where differences are specifically noted.The MCO must accept oral or 
written requests for expedited appeals.If a member requests the expedited MCO internal appeal process, the member must exhaust the 
expedited MCO internal appeal process before making a request for HHSC fair hearing.After the MCO receives the request for an 
expedited MCO internal appeal,it must hear an approved request for a member to have an expedited MCO internal appeal and notify the 
member of the outcome of the expedited MCO internal appeal within 3 business days, except that the MCO must complete investigation 
and resolution of an MCO internal appeal relating to an ongoing emergency or denial of continued hospitalization:In accordance with the 
medical or dental immediacy of the case; and not later than one business day after receiving the member’s request for expedited 
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MCO  internal appeal is received.The MCO is prohibited from discriminating or taking punitive action against a member or his or her 
representative for requesting an expedited MCO internal appeal.The MCO must ensure that punitive action is not taken against a provider 
who requests an expedited resolution or supports a member’s request.
If the MCO denies a request for expedited resolution of an MCO internal appeal, it must: transfer the appeal to the timeframe for standard 
resolution,and make a reasonable effort to give the member prompt oral notice of the denial,and follow up within 2calendar days with a 
written notice.The MCO must also inform members that they have the right to access the HHSC fair hearing process at any time during the 
MCO internal appeal system provided by the MCO with the exception of the expedited MCO internal appeal process.In the case of an 
expedited HHSC fair hearing process,the MCO must inform the member that the member must exhausst the expedited MCO internal appeal 
p rocess prior to filling for an expedited HHSC fair hearing.The MCO must notify members that they may be represented by an authorized 
representative in the HHSC fair hearing process.

Appendix F: Participant-Rights
Appendix F-2: Additional Dispute Resolution Process

a. Availability of Additional Dispute Resolution Process. Indicate whether the State operates another dispute resolution process that 
offers participants the opportunity to appeal decisions that adversely affect their services while preserving their right to a Fair 
Hearing. Select one:

 No. This Appendix does not apply

 Yes. The State operates an additional dispute resolution process

b. Description of Additional Dispute Resolution Process. Describe the additional dispute resolution process, including: (a) the State 
agency that operates the process; (b) the nature of the process (i.e., procedures and timeframes), including the types of disputes 
addressed through the process; and, (c) how the right to a Medicaid Fair Hearing is preserved when a participant elects to make use of 
the process: State laws, regulations, and policies referenced in the description are available to CMS upon request through the 
operating or Medicaid agency. 




Appendix F: Participant-Rights
Appendix F-3: State Grievance/Complaint System

a. Operation of Grievance/Complaint System. Select one:

 No. This Appendix does not apply

 Yes. The State operates a grievance/complaint system that affords participants the opportunity to register grievances or 
complaints concerning the provision of services under this waiver

b. Operational Responsibility. Specify the State agency that is responsible for the operation of the grievance/complaint system:

HHSC and the MCO operate the grievance/complaint systems. HHSC operates and maintains an electronic complaint/grievance 
system that provides information to HHSC staff on any complaints/grievances related to members of the MCOs.  The MCO is also 
required by contract to develop, implement and maintain a member complaint and appeal system specific to their members.

The member is informed at enrollment that filing a grievance or making a complaint is not a pre-requisite or substitute for an HHSC 
fair hearing.  The member is also informed that they can contact a member advocate or their MCO service coordinator if they need 
assistance for issues related to making complaints or filing a grievance.

c. Description of System. Describe the grievance/complaint system, including: (a) the types of grievances/complaints that participants 
may register; (b) the process and timelines for addressing grievances/complaints; and, (c) the mechanisms that are used to resolve 
grievances/complaints. State laws, regulations, and policies referenced in the description are available to CMS upon request through 
the Medicaid agency or the operating agency (if applicable).

The MCO must develop, implement, and maintain a member complaint and appeal system that complies with the requirements in 
applicable federal and state laws and regulations.

The complaint and appeal system must include a complaint process, an appeal process, and access to HHSC’s fair hearing 
system.  The procedures must be the same for all members and must be reviewed and approved in writing by HHSC or its 
designee.  Modifications and amendments to the member complaint and appeal system must be submitted for HHSC’s approval at 
least 30 days prior to the implementation.

The MCO must have written policies and procedures for receiving, tracking, responding to, reviewing, reporting and resolving 
complaints by members or their authorized representatives.   The MCO must resolve complaints within 30 days from the date the 
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complaint is received.  The complaint procedure must be the same for all members under the contract.  The member or member’s 
authorized representative may file a complaint either orally or in writing.  The MCO must also inform members how to file a 
complaint directly with HHSC, once the member has exhausted the MCO’s complaint process.

The MCO’s complaint procedures must be provided to members in writing and through oral interpretive services.  The MCO must 
include a written description of the complaint process in the member handbook.  The MCO must maintain and publish in the 
member handbook, at least one local and one toll-free telephone number with teletypewriter/telecommunications device for the deaf 
(TTY/TDD) and interpreter capabilities for making complaints. 

The MCO’s process must require that every complaint received in person, by telephone, or in writing must be acknowledged and 
recorded in a written record and logged with the following details:
1. Date;
2. Identification of the individual filing the complaint;
3. Identification of the individual recording the complaint;
4. Nature of the complaint;
5. Disposition of the complaint (i.e., how the managed care organization resolved the complaint);
6. Corrective action required; and
7. Date resolved.
The MCO is prohibited from discriminating or taking punitive action against a member or his or her representative for making a 
complaint.

If the member makes a request for disenrollment, the MCO must give the member information on the disenrollment process and 
direct the member to the HHSC administrative services contractor.  If the request for disenrollment includes a complaint by the 
member, the complaint will be processed separately from the disenrollment request, through the complaint process.

The MCO will cooperate with the HHSC’s administrative services contractor and HHSC or its designee to resolve all member 
complaints.  Such cooperation may include, but is not limited to, providing information or assistance to internal complaint 
committees.  The MCO must provide a designated member advocate to assist the member in understanding and using the MCO’s 
complaint system until the issue is resolved.

The HHSC Office of the Ombudsman assists the public when the normal complaint process cannot, or does not, satisfactorily 
resolve an issue. The Office of the Ombudsman may be a complainant or investigator for a complaint.  The Office of the 
Ombudsman includes the following services:

* conducting independent reviews of complaints concerning agency policies or practices;
* ensuring that policies and practices are consistent with the goals of HHSC;
* ensuring that individuals are treated fairly, respectfully, and with dignity; and
* making referrals to other agencies as appropriate

The process to assist with complaints and issues is as follows:

* A member of the public, an individual, a legally authorized representative, or medical consenter or a provider makes first contact 
with the MCO or HHSC o to request assistance with an issue or complaint;
* If not able to resolve the issue or complaint, the Office of the Ombudsman may be contacted;
* The Office of the Ombudsman will provide an impartial review of actions taken by the MCO;
* The Office of the Ombudsman will seek a resolution.

Often it is necessary for the Office of the Ombudsman to refer an issue to the appropriate department. If so, the Office of the 
Ombudsman will follow up with the complainant to determine if a resolution has been achieved, or to refer the complainant to other 
available known resources.

Appendix G: Participant Safeguards
Appendix G-1: Response to Critical Events or Incidents

a. Critical Event or Incident Reporting and Management Process. Indicate whether the State operates Critical Event or Incident 
Reporting and Management Process that enables the State to collect information on sentinel events occurring in the waiver 
program.Select one: 

 Yes. The State operates a Critical Event or Incident Reporting and Management Process (complete Items b through e)

 No. This Appendix does not apply (do not complete Items b through e)
If the State does not operate a Critical Event or Incident Reporting and Management Process, describe the process that the State 
uses to elicit information on the health and welfare of individuals served through the program.
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


b. State Critical Event or Incident Reporting Requirements. Specify the types of critical events or incidents (including alleged 
abuse, neglect and exploitation) that the State requires to be reported for review and follow-up action by an appropriate authority, the 
individuals and/or entities that are required to report such events and incidents and the timelines for reporting. State laws, regulations, 
and policies that are referenced are available to CMS upon request through the Medicaid agency or the operating agency (if 
applicable). 

Obligation to Report 
Under state law, a person is required to report suspected abuse, neglect, or exploitation  of an individual receiving waiver services to 
the appropriate state agency. More specifically:

Reports to the Department of Family and Protective Services : 
• A person having cause to believe that an individual who has a disability or is receiving services from a provider (as defined by 
Texas Human Resources Code §48.251(a) (9)) is in a state of abuse, neglect, or exploitation is required to report the information 
immediately to the Department of Family and Protective Services. This includes providers of home and community-based services 
under Section 1915(c) of the Social Security Act (also known as 42 U.S.C. Section 1396n). (See: Texas Human Resources Code, 
Title 2, Subtitle D, Chapter 48, §48.051 (relating to Reports of Abuse Neglect, or Exploitation: Immunities)) 
• A person having cause to believe that a child’s physical or mental health or welfare has been adversely affected by abuse or 
neglect by a person must report the information immediately to Department of Family and Protective  Services. (See: Texas Family 
Code, Title 5, Subtitle E, Chapter 261, Subchapter B, §261.101 (relating to Persons Required to Report; Time to Report))
• A professional who has cause to believe that a child has been abused or neglected or may be abused or neglected must make a 
report to Department of Family and Protective Services within 48 hours after the professional first suspects abuse or neglect. (See: 
Texas Family Code, Title 5, Subtitle E, Chapter 261, Subchapter B, §261.101(b))

There are two options for reporting abuse, neglect and exploitation to the Texas Department of Family and Protective Services:
• Phone - Abuse Hotline, 800-252-5400, 24 hours a day and 7 days a week; or
• Electronically - a secure internet website, https://www.txabusehotline.org.   

All urgent situations require use of the phone method.  Urgent situations are described on the Department of Family and Protective 
Service website as those, which include but are not limited to:
• serious injuries;
• any injury to a child 5 years or younger;
• immediate need for medical treatment (including suicidal thoughts);
• sexual abuse where the abuser has or will have access to the victim within the next 24 hours;
• children age five and under are alone or are likely to be left alone within the next 24 hours; or 
• anytime you believe your situation requires action in less than 24 hours.

c. Participant Training and Education. Describe how training and/or information is provided to participants (and/or families or legal 
representatives, as appropriate) concerning protections from abuse, neglect, and exploitation, including how participants (and/or 
families or legal representatives, as appropriate) can notify appropriate authorities or entities when the participant may have 
experienced abuse, neglect or exploitation. 

At the time a STAR Kids or STAR Health Member is approved for Long Term Support Services, the managed care organization 
(MCO) must ensure that the Member is informed orally and in the Member Handbook of the processes for reporting allegations of 
Abuse, Neglect, or Exploitation. The toll-free numbers for the Health and Human Service Commission (HHSC) Regulatory and 
Department of Family and Protective Services must be provided.

In accordance and consistent with 42 CFR §438.100 (relating to Enrollee Rights), HHSC established a statement of managed care 
participant rights that may be found in the Texas Administrative Code (TAC) (1 TAC §353.202 relating to Member Bill of Rights). 
The managed care contracts and the Uniform Managed Care Manual (UMCM) require that MCOs maintain written policies and 
procedures for informing members of their rights and responsibilities, and must notify members of their right to request a copy of 
these rights and responsibilities (Member Rights and Responsibilities). Members are informed through MCO member handbooks 
and are provided with additional support, as needed, to understand their rights as well as their responsibilities.  

Informal Caregivers:  The informal caregivers are unpaid natural supports and are outside the scope of waiver services. The member 
or the member's legally authorized representative or medical consenter is responsible for training people who provide non-waiver 
natural support activities, such as informal caregivers.

At the time of assessment but no later than when the Medicaid Member is approved for MDCP, the MCO must ensure that the 
member is informed orally and in writing through the Member Handbook of processes for reporting allegaions of Abuse, Neglect, or 
Exploitation.  The toll-free numbers for HHSC and the Department of Family and Protective Services must be provided.  In 
addition, annually during the face to face visit with the member, the service coordinator must educate the member and legally 

Page 105 of 147Application for 1915(c) HCBS Waiver: TX.0181.R06.02 - Sep 01, 2018 (as of Sep 0...

10/29/2018https://wms-mmdl.cms.gov/WMS/faces/protected/35/print/PrintSelector.jsp



authorized representative about their rights regarding acts that constitute Abuse or Neglect (Child Protective Services) and 
Abuse,Neglect or Exploitation (Adult Protective Services)

d. Responsibility for Review of and Response to Critical Events or Incidents. Specify the entity (or entities) that receives reports of 
critical events or incidents specified in item G-1-a, the methods that are employed to evaluate such reports, and the processes and 
time-frames for responding to critical events or incidents, including conducting investigations. 

The Department of Family and Protective Services receives and investigates reports of alleged abuse, neglect, or exploitation of 
individuals who have a disability, or who are receiving services from a provider as defined by  Texas Human Resources Code 
§48.251(a)(9). This includes investigations of:
• an adult or child who has a disability and is receiving services from a Home and Community Support Services Agency  or in an 
unlicensed adult foster care home;
• an adult with a disability or a child residing in or receiving services from a local intellectual and developmental disability 
authority, local mental health authority , or community center; or 
• an adult with a disability receiving services through the consumer directed services  option.
• an adult or child receiving services from a:
o A managed care organization;
o A provider contracted with an HHS agency or managed care organization to provide home and community-based services in 
accordance with 42 U.S.C. Section 1315, 42 U.S.C. Section 1315a, 42 U.S.C. Section 1396a, or 42 U.S.C. Section 1396n, and as 
otherwise provided by department rule.
o A provider contracted with a managed care organization to provide behavioral health services; or
o An officer, employee, agent, contractor, or subcontractor of an entity listed above, including  consumer directed services. 

The Department of Family and Protective Services investigations are governed by Title 2 of the Texas Human Resources Code, 
Subtitle D, Chapter 48 (relating to Investigations and Protective Services for Elderly and Disabled Persons). 
When the Department of Family and Protective Services receives abuse, neglect, or exploitation reports concerning an individual in 
a facility licensed by another state agency and explicitly responsible for investigating abuse, neglect, or exploitation in that facility, 
Department of Family and Protective Services forwards the report to the other state agency for investigation.  
The Department of Family and Protective services receives and investigates reports of abuse, neglect, or exploitation of individuals 
who have a disability that occur in a facility or are perpetrated by a provider, either of which are operated, licensed, or  certified by 
HHSC. These investigations are governed by Title 2 of the Texas Human Resources Code, Subtitle D, Chapter 48 (relating to 
Investigations and Protective Services for Elderly and Disabled Persons) and Title 4 of the Texas Health and Safety Code, Subtitle 
B, Chapter 260A (relating to Reports of Abuse, Neglect, and Exploitation of Residents of Certain Facilities). HHSC licenses the 
following Medically Dependent Children Program (MDCP) providers: Home and community support services agencies and Nursing 
Facilities providing out-of-home respite

Law Enforcement
State law requires the Department of Family And Protective Services and HHSC to notify the appropriate law enforcement agency 
of reports of abuse, neglect, or exploitation during certain investigations. Specifically:
• Department of Family and Protective Services and HHSC are required to immediately notify the appropriate law enforcement 
agency when a caseworker or supervisor has cause to believe that an individual who has a disability has been abused, neglected, or 
exploited by another person in a manner that constitutes a criminal offense under any law. This requirement does not apply when 
the law enforcement agency is the entity that reports the alleged abuse, neglect, or exploitation to HHSC or Department of Family 
and Protective Services. (See: Texas Human Resources Code, Title 2, Subtitle D, Chapter 48, §48.1522 (relating to Reports of 
Criminal Conduct to Law Enforcement)) 
• Within 24 hours after the receipt of a report of abuse, neglect, or exploitation of a resident of an HHSC facility, HHSC Regulatory 
must report the incident to the appropriate law enforcement agency when the complaint alleges: a resident's health or safety is in 
imminent danger; a resident has recently died because of conduct alleged in the report of abuse, neglect, exploitation, or other 
complaint; a resident has been hospitalized or been treated in an emergency room because of conduct alleged in the report of abuse, 
neglect, exploitation, or other complaint; a resident has been a victim of any act or attempted act described by Section 21.02, 21.11, 
22.011, or 22.021 of the Texas Penal Code; or a resident has suffered bodily injury, as that term is defined by Section 1.07 of the 
Texas Penal Code, because of conduct alleged in the report of abuse, neglect, exploitation, or other complaint. (See:  Texas Health 
& Safety Code, Title 4, Subtitle B, Chapter 260A, §260A.007 (relating to Investigation and Report by Department))
• The Department of Family and Protective Services and HHSC must immediately notify the appropriate law enforcement agency of 
any report that concerns the suspected abuse, neglect, or exploitation of a child or the death of a child from abuse or neglect. If 
Department of Family and Protective Services or HHSC finds evidence indicating that a child may have been abused, neglected, or 
exploited, Department of Family and Protective Services or HHSC must report the evidence to the appropriate law enforcement 
agency. (See: Texas Family Code, Title 5, Subtitle E, Chapter 261, §261.402 (relating to Investigative Reports)) These requirements 
do not apply when the law enforcement agency is the entity that reports the alleged abuse, neglect, or exploitation to HHSC or 
Department of Family and Protective Services.

Section 22.04 of the Texas Penal Code makes it a criminal offense to intentionally, knowingly, recklessly, or with criminal 
negligence, by act or intentionally, knowingly, or recklessly by omission, cause to a child, or an individual with a disability serious 
bodily injury; serious mental deficiency, impairment, or injury; or bodily injury. Section 32.53 of the Texas Penal Code makes it a 
criminal offense to intentionally, knowingly, or recklessly cause the exploitation of a child, or an individual with a disability.

All reports that allege abuse or neglect by a person responsible for a child’s care, custody, or welfare received by a local or state law 
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enforcement agency are referred immediately to Department of Family and Protective Services or the designated agency. (See: 
Texas Family Code, Title 5, Subtitle E, Chapter 261, §261.105(a)) Furthermore, reports of abuse, neglect or exploitation of an 
individual residing in a facility regulated by HHSC received by a law enforcement agency are referred to HHSC. (See: Texas Health 
& Safety Code, Title 4, Subtitle B, Chapter 260A, §260A.005 (relating to Telephone Hotline; Processing of Reports))  

If a child has been or may be the victim of conduct that constitutes a criminal offense that poses an immediate risk of physical or 
sexual abuse of a child that could result in death or serious harm to the child, Department of Family and Protective Services 
conducts a joint investigation with the appropriate law enforcement agency. (See: Texas Family Code, Title 5, Subtitle E, Chapter 
261, §261.301(f)) Additionally, if Department of Family and Protective Services initiates an investigation and determines that the 
abuse or neglect does not involve a person responsible for the child’s care, custody, or welfare, Department of Family and 
Protective Services refers the report to the appropriate law enforcement agency for further investigation. (See: Texas Family Code, 
Title 5, Subtitle E, Chapter 261, §261.105(d)).

Upon receipt of a report of alleged abuse, neglect, or exploitation of a person residing in a facility licensed, operated, certified or 
registered by HHSC, law enforcement must acknowledge the report and begin a joint investigation with HHSC within 24 hours after 
receipt of the report. (See: Texas Health & Safety Code, Title 4, Subtitle B, Chapter 260A, §260A.017)

e. Responsibility for Oversight of Critical Incidents and Events. Identify the State agency (or agencies) responsible for overseeing 
the reporting of and response to critical incidents or events that affect waiver participants, how this oversight is conducted, and how 
frequently. 

In accordance with 42 CFR §431.10(e), HHSC is the single state Medicaid agency and retains oversight and full administrative 
authority over the waiver program. HHSC has a system to prevent, identify, report, investigate, and remediate critical incidents that 
occur within the delivery of  managed long-term services and supports  programs  as well as to track and trend results in order to 
make system improvements. The obligation to report abuse, neglect, and exploitation is mandated by statute and HHSC clarifies 
roles, expectations, and responsibilities for providers and MCOs in the managed care contracts. Under the managed care contracts, 
MCOs are required to submit a quarterly report that includes the number of critical incidents and abuse, neglect, or exploitation 
reports received from the Department of Family and Protective Services Adult Protective Services  for members receiving long term 
support services. 

The critical incident systems consists of numerous levels of participant protection: 
- prevention, identification, and reporting of abuse, neglect, or exploitation; 
- investigations of abuse, neglect, or exploitation; monitoring findings; 
- remediation of issues; and 
- consumer support for members.

1. Licensure Requirements
The state, through HHSC, licenses the following providers: 
• Adult day care facilities (TAC Title 40, Chapter 98); 
• Adult foster care, serving four or more individuals (licensing: TAC Title 40, Chapter 92); 
• Assisted living facilities (TAC Title 40, Chapter 92); 
• Home and community support services agencies (TAC Title 40, Chapter 97); and
• Nursing facilities (TAC Title 40, Chapter 19).
Additional providers licensed through other entities:
•   
• Licensed durable medical equipment providers (TAC Title 25, Part 1, Chapter 229, Subchapter X);
• Providers of cognitive rehabilitation therapy services;
• Occupational therapists (TAC Title 40, Part 12);
• Physical therapists (TAC Title 22, Part 16); and
• Speech therapists (TAC Title 22, Part 32).
Prior to issuing licensure to the above healthcare providers, the state screens those facilities or persons for prior disciplinary or 
criminal history in Texas and in other states.  In accordance with Section 1919(e)(2) of the Social Security Act , the state maintains 
a registry of all nurse aides who are certified to provide services in nursing facilities and skilled nursing facilities licensed by 
HHSC. (See: 42 U.S.C. 1396r(e)(2))  The Nurse Aide Registry  lists nurse aides who are unemployable because of confirmed 
instances of abuse, neglect, or exploitation, misappropriation, or misconduct against a nursing facility resident or members served 
by a HCSSA. For unlicensed employees, in accordance with state law, HHSC maintains an Employee Misconduct Registry  that 
includes the names of unlicensed persons who are unemployable because of confirmed instances of abuse, neglect, or exploitation, 
misappropriation, or misconductin the DADS facilities listed above. (Texas Health and Safety Code, Title 4, Subtitle B, Chapter 253 
(relating to Employee Misconduct Registry)) 

All HHSC-regulated facilities and agencies are required to check both the Nurse Aide Registry and Employee Misconduct Registry 
before hiring an individual and annually thereafter.  In addition, all MCOs are required to check both the Nurse Aide Registry and 
Employee Misconduct Registry prior to contracting with an unlicensed or uncertified  provider, and annually thereafter, as indicated 
in the Uniform Managed Care Contract.

2. Credentialing Unlicensed or Uncertified Providers by MCOs
Through their credentialing process, the MCOs ensure that the agencies they contract with have met all licensure requirements. 
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According to the managed care contracts, before contracting with an unlicensed provider or provider not certified by a health and 
human services agency, such as minor home modification or home-delivered meals providers, the MCOs must take steps to verify 
that the provider:
• has not been convicted of a crime listed in Texas Health and Safety Code, §250.006;
• is not listed as "unemployable" in the Employee Misconduct Registry  or the Nurse Aide Registry maintained by HHSC by 
searching or ensuring a search of such registries is conducted before hire and annually thereafter;
• is knowledgeable of acts that constitute abuse, neglect, or exploitation of a member;
• is instructed on and understands how to report suspected abuse, neglect, or exploitation; 
• adheres to applicable state laws if providing transportation; and 
• is not a spouse of, legally responsible person for, or employment supervisor of the member who receives the service. 

Monitoring
HHSC monitors abuse, neglect, and exploitation investigation findings as well as MCO compliance efforts.  The state of Texas 
maintains overall responsibility for the operation of the critical incident system and engages in continuous process improvements. 
Protections against abuse, neglect, and exploitation are not limited to HHSC's jurisdiction, as other state and local entities have 
related responsibilities throughout this section.

HHSC developed a process that includes requiring MCOs on a quarterly basis to submit to HHSC aggregate data on investigations 
of abuse, neglect, and exploitation (ANE), as well as data on critical incidents (CIs) that do not necessarily rise to the level of 
ANE.  For both ANE and other CIs, HHSC's goal is to be able to identify and respond to trends and spikes in data received from the 
MCOs.

HHSC's Medicaid/CHIP Division provides guidance to the MCOs on Medicaid policy and managed care program requirements, 
reviews MCO materials, monitors the MCOs’ contractual obligations, answers managed care inquiries, and resolves managed care 
complaints.  HHSC’s Medicaid/CHIP Division also monitors implementation of MCO corrective action plans and assesses damages 
when necessary. 
A Corrective Action Plan is a detailed written plan that may be required by HHSC to correct or resolve a deficiency, event, or 
breach causing the assessment of a remedy or damage against MCO.

Remediation
HHSC has the authority to terminate or replace an MCO or its subcontractor(s), according to managed care contracts, if either are 
convicted of a criminal offense related to the neglect or abuse of members in connection with the delivery of an item or service. If 
an MCO fails to meet contractual requirements related to protection against or reporting of abuse, neglect, or exploitation, such as 
contracting with  providers that fail to meet standards outlined in Sections A and B, then HHSC has authority to use a variety of 
remedies, up to and including contract termination.

Member Support 
Texas maintains a consumer support system that is independent of the MCOs to assist members in understanding managed care and 
resolution of problems regarding services, benefits, access, and rights.
Texas’ independent consumer supports system  consists of HHSC’s Medicaid/CHIP Division, Office of the Ombudsman 
(Ombudsman), the state’s managed care Enrollment Broker (EB, "MAXIMUS"), and community support from the Aging and 
Disability Resource Centers .  These entities operate independently of any Medicaid MCO and work with beneficiaries and MCOs 
to ensure beneficiaries seeking to enroll with a MCO understand the managed care program, MCO options, and the process for 
resolving issues. Data related to the independent consumer supports system is reported and monitored regularly, on at least a 
quarterly basis.

Appendix G: Participant Safeguards
Appendix G-2: Safeguards Concerning Restraints and Restrictive Interventions (1 of 3)

a. Use of Restraints. (Select one): (For waiver actions submitted before March 2014, responses in Appendix G-2-a will display 
information for both restraints and seclusion. For most waiver actions submitted after March 2014, responses regarding seclusion 
appear in Appendix G-2-c.) 

 The State does not permit or prohibits the use of restraints

Specify the State agency (or agencies) responsible for detecting the unauthorized use of restraints and how this oversight is 
conducted and its frequency: 

Complaints concerning any use of restraint can be made to the MCO or the Department of Family and Protective Services.  The 
MCO service coordinator must assure that an individual or legally authorized representative or medical consentor is informed 
orally and in writing of the processes for filing complaints about the provision of MDCP services including: 
The toll-free telephone number of the MCO to file a complaint; and 
The toll-free telephone number of DFPS to file a complaint of abuse, neglect, or exploitation.

HHSC surveys licensed providers for compliance with licensure requirements related to restraint and seclusion.  HHSC and the 
Department of Family Protective Services investigate reports of abuse, neglect, and exploitation related to restraint or 
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seclusion. Pursuant to federal and state rules, a waiver recipient has the right to be free from any form of restraint or seclusion 
used as a means of coercion, discipline, convenience, or retaliation. (See: 42 CFR §438.100 (relating to Enrollee Rights), and 
TAC Title 1 §353.202 (relating to Member Bill of Rights)). Complaints or allegations related to the use of restraints by 
providers licensed by HHSC can be made to HHSC or the Department of Family and Protective Services for investigation.

 The use of restraints is permitted during the course of the delivery of waiver services. Complete Items G-2-a-i and G-2-a-ii.

i. Safeguards Concerning the Use of Restraints. Specify the safeguards that the State has established concerning the use 
of each type of restraint (i.e., personal restraints, drugs used as restraints, mechanical restraints). State laws, regulations, 
and policies that are referenced are available to CMS upon request through the Medicaid agency or the operating agency 
(if applicable). 




ii. State Oversight Responsibility. Specify the State agency (or agencies) responsible for overseeing the use of restraints 
and ensuring that State safeguards concerning their use are followed and how such oversight is conducted and its 
frequency: 




Appendix G: Participant Safeguards
Appendix G-2: Safeguards Concerning Restraints and Restrictive Interventions (2 of 3)

b. Use of Restrictive Interventions. (Select one): 

 The State does not permit or prohibits the use of restrictive interventions

Specify the State agency (or agencies) responsible for detecting the unauthorized use of restrictive interventions and how this 
oversight is conducted and its frequency: 




 The use of restrictive interventions is permitted during the course of the delivery of waiver services Complete Items G-2-
b-i and G-2-b-ii.

i. Safeguards Concerning the Use of Restrictive Interventions. Specify the safeguards that the State has in effect 
concerning the use of interventions that restrict participant movement, participant access to other individuals, locations or 
activities, restrict participant rights or employ aversive methods (not including restraints or seclusion) to modify 
behavior. State laws, regulations, and policies referenced in the specification are available to CMS upon request through 
the Medicaid agency or the operating agency. 

A program provider must not use a restrictive intervention to modify or control a member's behavior, for disciplinary 
purposes, for convenience, or as a substitute for an effective, less restrictive method.  The primary function for the use 
of restrictive interventions is for safety and positioning in specific circumstances once the use of non-aversive methods 
have failed and been clearly documented. 

Prior to authorizing the use of restrictive interventions, the provider must:
• Conduct an assessment of the member's needs;.
• Consider less restrictive methods that, if effective, would accomplish the purpose of the restrictive intervention
• Document in the case record the reasons why less restrictive methods would not be effective;
• Have a physician order for the use of restrictive interventions.
• Have the home and community support service agency RN with input from the member, the member’s legally 
authorized representative, the member's service planning team, and other professional personnel develop a written 
service plan and include it in the service plan,  signed by the physician that describes:
o The type of device and the circumstances under which it may be used;
o How to use the protective device and any contraindications specific to the member; 
o How and when to document the use of the protective device;
o How to monitor the protective device; and
o When and whom the staff must notify of a protective device's use.
• Have the service planning team review and approve the written service plan.
• Obtain and retain in the case record written consent of the member or the member's LAR to use a protective device.
• Provide verbal and written notification to the member or the member's legally authorized representative of the right to
withdraw the consent for the use of the restrictive intervention at any time.
• Ensure that each service provider who will use a restrictive intervention has been trained in the proper use of 
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restrictive interventions and the training is documented in the service provider's record.

A provider that uses a restrictive intervention must:
• document in the provider case record any use of a protective device in accordance with the written ISP;
• ensure that a home and community support servcie agency RN, with input from the member's service planning team 
and other professional personnel, at least annually, and as the member's needs change:  
o evaluate and document in the program provider's case record the effects of the protective device on the member's 
health and welfare; and 
o review the use of a protective device to determine its effectiveness and the need to continue the protective device; and 
• ensure that a home and community support service agency RN, revises the service plan when the member's service 
planning team and practitioner determine that a protective device is not effective or needed.

The MCO monitors potential improper and unauthorized use of restrictive interventions through on-site complaint 
investigations. Complaints concerning the use of restrictive interventions may be made to HHSC, the MCO or the 
Department of Family and Protective Services.  HHSC refers complaints to the Department of Family and Protective 
Services for investigation. The MCO service coordinator must assure that a member, a member's legally authorized 
representative, or medical consenter is informed verbally and in writing of the processes for filing complaints about the 
provision of MDCP services including the use of restrictive interventions.  The following information is included: the 
toll-free telephone number of HHSC to file a complaint; and the toll-free telephone number of the Department of 
Family and Protective Services to file a complaint of abuse, neglect, or exploitation.

MCOs must provide trainings to providers on topics that include providers' obligation to identify and report a critical 
event or incident, including restraints, and abuse, neglect, and exploitation to the State related to long term services and 
support services delivered in the STAR Kids program. 

The MCO service coordinator must know how to identify and report critical events or incidents.  The MCO service 
coordinators must take 16 hours of training, how to identify critical incidents.

ii. State Oversight Responsibility. Specify the State agency (or agencies) responsible for monitoring and overseeing the 
use of restrictive interventions and how this oversight is conducted and its frequency: 

The MCO monitors potential improper and unauthorized use of restrictive interventions through on-site complaint 
investigations. Complaints concerning the use of restrictive interventions can be made to HHSC, the MCO or the 
Department of Family and Protective Services. The MCO service coordinator must assure that a member, a member's 
legally authorized representative, or medical consenter is informed verbally and in writing of the processes for filing 
complaints about the provision of MDCP services including the use of restrictive interventions.  The following 
information is included: the toll-free telephone number of HHSC to file a complaint; and
the toll-free telephone number of the Department of Family and Protective Services to file a complaint of abuse, 
neglect, or exploitation.

STAR Kids MCOs are responsible for investigative critical events and incidents and must report to the state on a 
quarterly basis, UMCM 5.18 Critical Incidents and Abuse,, Neglect and Exploitation Quarterly Report.  HHSC intends 
to review and compare this report with abuse, neglect, and exploitation report sent from the Department of Family and 
Protective Services and follow-up as needed.

Appendix G: Participant Safeguards
Appendix G-2: Safeguards Concerning Restraints and Restrictive Interventions (3 of 3)

c. Use of Seclusion. (Select one): (This section will be blank for waivers submitted before Appendix G-2-c was added to WMS in March 
2014, and responses for seclusion will display in Appendix G-2-a combined with information on restraints.) 

 The State does not permit or prohibits the use of seclusion

Specify the State agency (or agencies) responsible for detecting the unauthorized use of seclusion and how this oversight is 
conducted and its frequency: 

The state does not permit the use of seclusion as it relates to services delivered through MLTSS.  All allegations of improper 
seclusion of members receiving MLTSS by providers licensed by HHSC are referred to HHSC and the Department of State 
Health Servivces for investigation.  Members receiving services from home health agencies, licensed as home and community 
support services agencies, have the right to be free from seclusion when it is for someone else’s convenience or is meant to 
force the member to do something, or punish the member (See: TAC Title 1, Chapter 353, Subchapter C (relating to Member 
Bill of Rights and Responsibilities)).

Complaints concerning any use of seclusion can be made to HHSC, the MCO or the Department of Family and Protective 
Servicse. The MCO service coordinator and the MDCP provider must assure that the member, the member's legally authorized 
representative, or medical consenter is informed orally and in writing of the processes for filing complaints about the provision 
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of MDCP services including: the toll-free telephone number of HHSC Consumer Rights and Services to file a complaint; and 
the toll-free telephone number of the Department of Family and Protective Services to file a complaint of abuse, neglect, or 
exploitation.

STAR Kids MCOs are responsible for investigating critical events and incidents and must report to the state on a quarterly 
basis, Uniform Managed Care Manual 5.18 Critical Incidents and Abuse, Neglect and Exploitation Quarterly Report.  HHSC 
intends to review and compare this report with the abuse, neglect and exploitation report sent from the Department of Family 
and Protective Services and follow-up as needed.

 The use of seclusion is permitted during the course of the delivery of waiver services. Complete Items G-2-c-i and G-2-c-ii.

i. Safeguards Concerning the Use of Seclusion. Specify the safeguards that the State has established concerning the use 
of each type of seclusion. State laws, regulations, and policies that are referenced are available to CMS upon request 
through the Medicaid agency or the operating agency (if applicable). 




ii. State Oversight Responsibility. Specify the State agency (or agencies) responsible for overseeing the use of seclusion 
and ensuring that State safeguards concerning their use are followed and how such oversight is conducted and its 
frequency: 




Appendix G: Participant Safeguards
Appendix G-3: Medication Management and Administration (1 of 2)

This Appendix must be completed when waiver services are furnished to participants who are served in licensed or unlicensed living 
arrangements where a provider has round-the-clock responsibility for the health and welfare of residents. The Appendix does not need to be 
completed when waiver participants are served exclusively in their own personal residences or in the home of a family member. 

a. Applicability. Select one: 

 No. This Appendix is not applicable (do not complete the remaining items)

 Yes. This Appendix applies (complete the remaining items)

b. Medication Management and Follow-Up 

i. Responsibility. Specify the entity (or entities) that have ongoing responsibility for monitoring participant medication 
regimens, the methods for conducting monitoring, and the frequency of monitoring. 

When a camp provider or nursing facility, while providing out-of-home respite, administers or supervises a member's 
medication, they are required to monitor all aspects of the member's medication.  Registered nurses review the member’s 
medications upon admission and upon significant change in the member's condition.

The Department of Family and Protective Services monitors medication management and administration by child-placing 
agencies who provide respite through a host family, in accordance with Title 40 of the Texas Administration Code, Part 19, 
Chapter 749, Subchapter J. Support family services and continued family services providers are monitored through on-site 
quarterly visits by the licensed child-placing agencies.  The licensed child-placing agencies are monitored through on-site 
inspections by the Department of Family and Protective Services.

MDCP providers holding a home and community support services agency license must administer medications in 
accordance with their licensure requirements.  HHSC conducts surveys of home and comminity support services agencies 
licensed providers who administer medications to ensure they have policies for maintaining a current medication list and a 
medication administration record. 

HHSC Regulatory Services performs licensing surveys that include medication management, specificially medication 
administration by the home and community support services agencies is responsible for management of the 
medication.  HHSC Regulatory Services surveys that occur during the waiver year and any contract investigations in 
response to complaints regarding providers are collected and reported annually.  HHSC requires plans of correct for every 
cited violation, and may take enformcement action such as administrative penalties, and license revocation when an agency 
violates medication administration rules.

ii. Methods of State Oversight and Follow-Up. Describe: (a) the method(s) that the State uses to ensure that participant 
medications are managed appropriately, including: (a) the identification of potentially harmful practices (e.g., the concurrent 
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use of contraindicated medications); (b) the method(s) for following up on potentially harmful practices; and, (c) the State 
agency (or agencies) that is responsible for follow-up and oversight. 

HHSC Regulatory Services surveys Home and Community Support Services Agencies that are not accredited by the Joint 
Commission, Community Health Accreditation Program, or Accreditation Commission for Health Care are surveyed after 
they receive the license and indicate to HHSC readiness for an initial survery, approximately 18 months after the initial 
survey and at least every 36 months thereafter.  HHSC Regulatory Services surveyors may conduct follow-up surveys and 
inspections to ensure the provider has effectively immplemented any corrective action plan required due to cited violations. 

Nursing Facilities Providing Out-of-Home Respite

HHSC Regulatory Services licenses and surveys nursing facilities.  Medication management is part of the license 
requirements for these providers.  HHSC oversees medication management provided by nursing facilities through licensure 
surveys and complaint investigations.   The State requires the submission of corrective action plans (CAPS), or 
imposes  administrative penalties and license revocation when harmful medication management practices are detected.  

Department of Family and Protective Service Host Family
The Department of Family and Protective Services is the agency responsible for follow-up and oversight, in accordance with 
Title 40 of the Texas Administrative Code, Part 19, Chapter 749, Subchapter J.  The Department of Family and Protective 
Services monitors child-placing agencies  annually, identifying harmful practices, and using that information to improve 
quality.  The Department of Family and Protective Services uses methods specific to the agency such as technical assistance 
or corrective action plans.  Annually, HHSC will obtain data from the Department of Family and Protective Services on 
child-placing agencies serving members in MDCP.  HHSC reviews the Department of Family and Protective Services 
actions regarding violations.

Appendix G: Participant Safeguards
Appendix G-3: Medication Management and Administration (2 of 2)

c. Medication Administration by Waiver Providers 

i. Provider Administration of Medications. Select one:

 Not applicable. (do not complete the remaining items)

 Waiver providers are responsible for the administration of medications to waiver participants who cannot self-
administer and/or have responsibility to oversee participant self-administration of medications. (complete the 
remaining items)

ii. State Policy. Summarize the State policies that apply to the administration of medications by waiver providers or waiver 
provider responsibilities when participants self-administer medications, including (if applicable) policies concerning 
medication administration by non-medical waiver provider personnel. State laws, regulations, and policies referenced in the 
specification are available to CMS upon request through the Medicaid agency or the operating agency (if applicable). 

MDCP providers must administer medications as required by applicable licensure.  Licensure regulations only allow 
licensed nurses, certified medication aids (under the direct supervision of licensed nurse), or persons who administer 
medication as a registerd nurse-delegated task to administer medications.

A registered nurse who supervises a medication aide or delegates medication administration must provide ongoing 
supervision and any necessary training to the unlicensed person.  Registered nurses must follow procedures for delegation in 
accordance with the Nurse Practice Act. 

The home and community suppport services agencies are required to review and update a member's service plan, including 
medications, at least every six months.  Home and community support services agencies must report to the supervisor any 
unusual medication reactions.

iii. Medication Error Reporting. Select one of the following:

 Providers that are responsible for medication administration are required to both record and report medication 
errors to a State agency (or agencies). 
Complete the following three items:

(a) Specify State agency (or agencies) to which errors are reported: 




(b) Specify the types of medication errors that providers are required to record:
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


(c) Specify the types of medication errors that providers must report to the State: 




 Providers responsible for medication administration are required to record medication errors but make 
information about medication errors available only when requested by the State. 

Specify the types of medication errors that providers are required to record:

Any type of medication error, regardless of severity, must be recorded and the program provider must make information 
available to HHSC regulatory upon request during licensure surveys.  If a medication error rises to the level of abuse or 
neglect, the provider must report to HHSC based on licensure requirements.

iv. State Oversight Responsibility. Specify the State agency (or agencies) responsible for monitoring the performance of waiver 
providers in the administration of medications to waiver participants and how monitoring is performed and its frequency. 

Medication errors are considered a critical event or incident, by contract definition.  Based on that, MCOs must provide 
trainings to providers that include:
Providers' obligation to identify and report a critical event or incidents such as abuse, neglect, or exploitation to the State 
related to long term services and supports delivered in the STAR Kids program. 

The MCO member services representative (call line) must be:
Knowledgealbe about how to identify and report a critical event or incident such as abuse, neglect, or exploitation tothe Star 
related to long term services and supports delivered in the STAR Kids program. 

Service Coordinators must complete training that includes:
Identifying and reporting critical events or incidents such as abuse, neglect, or exploitation and educative members regarding 
protectiosn;

The MCOs also have to submit quarterly reports:
Critical Incidents and Abuse, Neglect, and Exploitation Report - Medicaid MCOs must submit a quarterly report that 
includes the number of Critical Incidents and abuse, neglect and exploitation reports received from teh Department of 
Family and Protective Services Adult Protective Services for members receiving long term services and supports.

Appendix G: Participant Safeguards
Quality Improvement: Health and Welfare

As a distinct component of the State’s quality improvement strategy, provide information in the following fields to detail the State’s methods 
for discovery and remediation. 

a. Methods for Discovery: Health and Welfare 
The state demonstrates it has designed and implemented an effective system for assuring waiver participant health and welfare. 
(For waiver actions submitted before June 1, 2014, this assurance read "The State, on an ongoing basis, identifies, addresses, and 
seeks to prevent the occurrence of abuse, neglect and exploitation.")

i. Sub-Assurances:

a. Sub-assurance: The state demonstrates on an ongoing basis that it identifies, addresses and seeks to prevent 
instancesof abuse, neglect, exploitation and unexplained death. (Performance measures in this sub-assurance 
include all Appendix G performance measures for waiver actions submitted before June 1, 2014.)

Performance Measures 

For each performance measure the State will use to assess compliance with the statutory assurance (or sub-
assurance), complete the following. Where possible, include numerator/denominator.

For each performance measure, provide information on the aggregated data that will enable the State to analyze and 
assess progress toward the performance measure. In this section provide information on the method by which each 
source of data is analyzed statistically/deductively or inductively, how themes are identified or conclusions drawn, 
and how recommendations are formulated, where appropriate.

Performance Measure: 
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G.a.1 Number and percent of individuals who were free from confirmed allegations of abuse. 
N: Number of individuals who were free from confirmed allegations of abuse. D: Number of 
enrolled individuals. 

Data Source (Select one):
Other
If 'Other' is selected, specify:
Abuse, Neglect, and Exploitation Data Mart

Responsible Party for data 
collection/generation(check 
each that applies):

Frequency of data 
collection/generation(check 
each that applies):

Sampling Approach(check 
each that applies):

  State Medicaid Agency  Weekly   100% Review

 Operating Agency  Monthly  Less than 100% 

Review

 Sub-State Entity  Quarterly  Representative Sample

Confidence Interval 
=




  Other

Specify:
Department of Family 
Protective Services

 Annually  Stratified

Describe Group:




  Continuously and 

Ongoing

 Other

Specify:




 Other

Specify:




Data Aggregation and Analysis: 

Responsible Party for data aggregation 
and analysis (check each that applies):

Frequency of data aggregation and 
analysis(check each that applies):

  State Medicaid Agency  Weekly 

 Operating Agency  Monthly 

 Sub-State Entity  Quarterly 

 Other 

Specify:




  Annually 

 Continuously and Ongoing 

 Other 

Specify:




Performance Measure: 
G.a.2 Number and percent of individuals who were free from confirmed allegations of neglect. 
N: Number of individuals who were free from confirmed allegations of neglect. D: Number of 
enrolled individuals. 
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Data Source (Select one):
Other
If 'Other' is selected, specify:
Abuse, Neglect, and Exploitation Data Mart

Responsible Party for data 
collection/generation(check 
each that applies):

Frequency of data 
collection/generation(check 
each that applies):

Sampling Approach(check 
each that applies):

  State Medicaid Agency  Weekly   100% Review

 Operating Agency  Monthly  Less than 100% 

Review

 Sub-State Entity  Quarterly  Representative Sample

Confidence Interval 
=




  Other

Specify:
Department of Family 
Protective Services

 Annually  Stratified

Describe Group:




  Continuously and 

Ongoing

 Other

Specify:




 Other

Specify:




Data Aggregation and Analysis: 

Responsible Party for data aggregation 
and analysis (check each that applies):

Frequency of data aggregation and 
analysis(check each that applies):

  State Medicaid Agency  Weekly 

 Operating Agency  Monthly 

 Sub-State Entity  Quarterly 

 Other 

Specify:




  Annually 

 Continuously and Ongoing 

 Other 

Specify:




Performance Measure: 
G.a.3 Number and percent of individuals who were free from confirmed allegations of 
exploitation. N: Number of individuals who were free from confirmed allegations of 
exploitation. D: Number of enrolled individuals. 

Data Source (Select one):
Other
If 'Other' is selected, specify:
Abuse, Neglect, and Exploitation Data Mart
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Responsible Party for data 
collection/generation(check 
each that applies):

Frequency of data 
collection/generation(check 
each that applies):

Sampling Approach(check 
each that applies):

  State Medicaid Agency  Weekly   100% Review

 Operating Agency  Monthly  Less than 100% 

Review

 Sub-State Entity  Quarterly  Representative Sample

Confidence Interval 
=




  Other

Specify:
Department of Family 
Protective Services

 Annually  Stratified

Describe Group:




  Continuously and 

Ongoing

 Other

Specify:




 Other

Specify:




Data Aggregation and Analysis: 

Responsible Party for data aggregation 
and analysis (check each that applies):

Frequency of data aggregation and 
analysis(check each that applies):

  State Medicaid Agency  Weekly 

 Operating Agency  Monthly 

 Sub-State Entity  Quarterly 

 Other 

Specify:




  Annually 

 Continuously and Ongoing 

 Other 

Specify:




Performance Measure: 
G.a.4 Number and percent of individuals who were free from all allegations of abuse, neglect, 
and exploitation. N: Number of individuals who were free from all allegations of abuse, 
neglect, and exploitation. D: Number of enrolled individuals. 

Data Source (Select one):
Other
If 'Other' is selected, specify:
Abuse, Neglect, and Exploitation Data Mart

Responsible Party for data 
collection/generation(check 
each that applies):

Frequency of data 
collection/generation(check 
each that applies):

Sampling Approach(check 
each that applies):
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  State Medicaid Agency  Weekly   100% Review

 Operating Agency  Monthly  Less than 100% 

Review

 Sub-State Entity  Quarterly  Representative Sample

Confidence Interval 
=




  Other

Specify:
Department of Family 
Protective Services

 Annually  Stratified

Describe Group:




  Continuously and 

Ongoing

 Other

Specify:




 Other

Specify:




Data Aggregation and Analysis: 

Responsible Party for data aggregation 
and analysis (check each that applies):

Frequency of data aggregation and 
analysis(check each that applies):

  State Medicaid Agency  Weekly 

 Operating Agency  Monthly 

 Sub-State Entity  Quarterly 

 Other 

Specify:




  Annually 

 Continuously and Ongoing 

 Other 

Specify:




Performance Measure: 
G.a.5 Number and percent of reported deaths of individuals free from previous confirmed 
allegations of abuse, neglect, or exploitation within the last three months. N: Number of 
reported deaths of individuals free from previous confirmed allegations of abuse, neglect, or 
exploitation within the last three months. D: Number of reported deaths. 

Data Source (Select one):
Other
If 'Other' is selected, specify:
Abuse, Neglect, and Exploitation Data Mart; Managed care organization reports

Responsible Party for data 
collection/generation(check 
each that applies):

Frequency of data 
collection/generation(check 
each that applies):

Sampling Approach(check 
each that applies):

  State Medicaid Agency  Weekly   100% Review

 Operating Agency  Monthly
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 Less than 100% 

Review

 Sub-State Entity  Quarterly  Representative Sample

Confidence Interval 
=




  Other

Specify:
Department of Family 
Protective Services; 
Managed care 
organizations

 Annually  Stratified

Describe Group:




  Continuously and 

Ongoing

 Other

Specify:




 Other

Specify:




Data Aggregation and Analysis: 

Responsible Party for data aggregation 
and analysis (check each that applies):

Frequency of data aggregation and 
analysis(check each that applies):

  State Medicaid Agency  Weekly 

 Operating Agency  Monthly 

 Sub-State Entity  Quarterly 

 Other 

Specify:




  Annually 

 Continuously and Ongoing 

 Other 

Specify:




Performance Measure: 
G.a.6 Number and percent of managed care organizations with approved manuals that 
include information on reporting abuse, neglect, and exploitation. N: Number of managed 
care organizations with approved manuals that include information on reporting abuse, 
neglect, and exploitation. D: Number of managed care organizations. 

Data Source (Select one):
Presentation of policies or procedures
If 'Other' is selected, specify:

Responsible Party for data 
collection/generation(check 
each that applies):

Frequency of data 
collection/generation(check 
each that applies):

Sampling Approach(check 
each that applies):

  State Medicaid Agency  Weekly   100% Review

 Operating Agency  Monthly  Less than 100% 

Review
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 Sub-State Entity  Quarterly  Representative Sample

Confidence Interval 
=




 Other

Specify:




 Annually  Stratified

Describe Group:




  Continuously and 

Ongoing

 Other

Specify:




 Other

Specify:




Data Aggregation and Analysis: 

Responsible Party for data aggregation 
and analysis (check each that applies):

Frequency of data aggregation and 
analysis(check each that applies):

  State Medicaid Agency  Weekly 

 Operating Agency  Monthly 

 Sub-State Entity  Quarterly 

 Other 

Specify:




  Annually 

 Continuously and Ongoing 

 Other 

Specify:




Performance Measure: 
G.a.7 Number and percent of service coordinators trained on recognizing and reporting 
abuse, neglect, exploitation, and unexplained death. N: Number of service coordinators 
trained on recognizing and reporting abuse, neglect, exploitation, and unexplained death. D: 
Number of service coordinators. 

Data Source (Select one):
Other
If 'Other' is selected, specify:
Managed Care Organization self-report

Responsible Party for data 
collection/generation(check 
each that applies):

Frequency of data 
collection/generation(check 
each that applies):

Sampling Approach(check 
each that applies):

 State Medicaid Agency  Weekly   100% Review

 Operating Agency  Monthly  Less than 100% 

Review

 Sub-State Entity   Quarterly  Representative Sample
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Confidence Interval 
=




  Other

Specify:
Managed Care 
Organizations

  Annually  Stratified

Describe Group:




 Continuously and 

Ongoing

 Other

Specify:




 Other

Specify:




Data Aggregation and Analysis: 

Responsible Party for data aggregation 
and analysis (check each that applies):

Frequency of data aggregation and 
analysis(check each that applies):

  State Medicaid Agency  Weekly 

 Operating Agency  Monthly 

 Sub-State Entity   Quarterly 

 Other 

Specify:




  Annually 

 Continuously and Ongoing 

 Other 

Specify:




Performance Measure: 
G.a.8 Number and percent of confirmed ANE allegations remediated by the provider. N: 
Number of confirmed ANE allegations remediated by the provider. D: Number of confirmed 
ANE allegations. 

Data Source (Select one):
Other
If 'Other' is selected, specify:
Managed Care Organization self-report

Responsible Party for data 
collection/generation(check 
each that applies):

Frequency of data 
collection/generation(check 
each that applies):

Sampling Approach(check 
each that applies):

 State Medicaid Agency  Weekly   100% Review

 Operating Agency  Monthly  Less than 100% 

Review

 Sub-State Entity   Quarterly  Representative Sample

Confidence Interval 
=
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


  Other

Specify:
Managed Care 
Organizations

  Annually  Stratified

Describe Group:




 Continuously and 

Ongoing

 Other

Specify:




 Other

Specify:




Data Aggregation and Analysis: 

Responsible Party for data aggregation 
and analysis (check each that applies):

Frequency of data aggregation and 
analysis(check each that applies):

  State Medicaid Agency  Weekly 

 Operating Agency  Monthly 

 Sub-State Entity   Quarterly 

 Other 

Specify:




  Annually 

 Continuously and Ongoing 

 Other 

Specify:




b. Sub-assurance: The state demonstrates that an incident management system is in place that effectively resolves 
those incidents and prevents further similar incidents to the extent possible.

Performance Measures 

For each performance measure the State will use to assess compliance with the statutory assurance (or sub-
assurance), complete the following. Where possible, include numerator/denominator.

For each performance measure, provide information on the aggregated data that will enable the State to analyze and 
assess progress toward the performance measure. In this section provide information on the method by which each 
source of data is analyzed statistically/deductively or inductively, how themes are identified or conclusions drawn, 
and how recommendations are formulated, where appropriate.

Performance Measure: 
G.b.1 Number and percent of individuals free of critical incidents not related to abuse, neglect, 
or exploitation. N: Number of individuals free of critical incidents not related to abuse, 
neglect, or exploitation. D: Number of enrolled individuals. 

Data Source (Select one):
Other
If 'Other' is selected, specify:
HHS Enterprise Administrative Report and Tracking System (HEART) database; Managed 
care organization reports
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Responsible Party for data 
collection/generation(check 
each that applies):

Frequency of data 
collection/generation(check 
each that applies):

Sampling Approach(check 
each that applies):

  State Medicaid Agency  Weekly   100% Review

 Operating Agency  Monthly  Less than 100% 

Review

 Sub-State Entity  Quarterly  Representative Sample

Confidence Interval 
=




  Other

Specify:
Department of Family 
Protective Services; 
Managed care 
organizations

 Annually  Stratified

Describe Group:




  Continuously and 

Ongoing

 Other

Specify:




 Other

Specify:




Data Aggregation and Analysis: 

Responsible Party for data aggregation 
and analysis (check each that applies):

Frequency of data aggregation and 
analysis(check each that applies):

  State Medicaid Agency  Weekly 

 Operating Agency  Monthly 

 Sub-State Entity  Quarterly 

 Other 

Specify:




  Annually 

 Continuously and Ongoing 

 Other 

Specify:




c. Sub-assurance: The state policies and procedures for the use or prohibition of restrictive interventions (including 
restraints and seclusion) are followed.

Performance Measures 

For each performance measure the State will use to assess compliance with the statutory assurance (or sub-
assurance), complete the following. Where possible, include numerator/denominator.

For each performance measure, provide information on the aggregated data that will enable the State to analyze and 
assess progress toward the performance measure. In this section provide information on the method by which each 
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source of data is analyzed statistically/deductively or inductively, how themes are identified or conclusions drawn, 
and how recommendations are formulated, where appropriate.

Performance Measure: 
G.c.1 Number and percent of individuals free from restraint. N: Number of individuals free 
from restraint. D: Number of enrolled individuals. 

Data Source (Select one):
Other
If 'Other' is selected, specify:
HHS Enterprise Administrative Report and Tracking System (HEART); Managed care 
organization reports

Responsible Party for data 
collection/generation(check 
each that applies):

Frequency of data 
collection/generation(check 
each that applies):

Sampling Approach(check 
each that applies):

  State Medicaid Agency  Weekly   100% Review

 Operating Agency  Monthly  Less than 100% 

Review

 Sub-State Entity  Quarterly  Representative Sample

Confidence Interval 
=




  Other

Specify:
Department of Family 
Protective Services; 
Managed care 
organizations

 Annually  Stratified

Describe Group:




  Continuously and 

Ongoing

 Other

Specify:




 Other

Specify:




Data Aggregation and Analysis: 

Responsible Party for data aggregation 
and analysis (check each that applies):

Frequency of data aggregation and 
analysis(check each that applies):

  State Medicaid Agency  Weekly 

 Operating Agency  Monthly 

 Sub-State Entity  Quarterly 

 Other 

Specify:




  Annually 

 Continuously and Ongoing 

 Other 

Specify:



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Responsible Party for data aggregation 
and analysis (check each that applies):

Frequency of data aggregation and 
analysis(check each that applies):

Performance Measure: 
G.c.2 Number and percent of individuals free from seclusion. N: Number of individuals free 
from seclusion. D: Number of enrolled individuals. 

Data Source (Select one):
Other
If 'Other' is selected, specify:
HHS Enterprise Administrative Report and Tracking System (HEART); Managed care 
organization reports

Responsible Party for data 
collection/generation(check 
each that applies):

Frequency of data 
collection/generation(check 
each that applies):

Sampling Approach(check 
each that applies):

  State Medicaid Agency  Weekly   100% Review

 Operating Agency  Monthly  Less than 100% 

Review

 Sub-State Entity  Quarterly  Representative Sample

Confidence Interval 
=




  Other

Specify:
Department of Family 
Protective Services; 
Managed care 
organizations

 Annually  Stratified

Describe Group:




  Continuously and 

Ongoing

 Other

Specify:




 Other

Specify:




Data Aggregation and Analysis: 

Responsible Party for data aggregation 
and analysis (check each that applies):

Frequency of data aggregation and 
analysis(check each that applies):

  State Medicaid Agency  Weekly 

 Operating Agency  Monthly 

 Sub-State Entity  Quarterly 

 Other 

Specify:




  Annually 

 Continuously and Ongoing 

 Other 

Specify:



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d. Sub-assurance: The state establishes overall health care standards and monitors those standards based on the 
responsibility of the service provider as stated in the approved waiver.

Performance Measures 

For each performance measure the State will use to assess compliance with the statutory assurance (or sub-
assurance), complete the following. Where possible, include numerator/denominator.

For each performance measure, provide information on the aggregated data that will enable the State to analyze and 
assess progress toward the performance measure. In this section provide information on the method by which each 
source of data is analyzed statistically/deductively or inductively, how themes are identified or conclusions drawn, 
and how recommendations are formulated, where appropriate.

Performance Measure: 
G.d.1 Number and percent of managed care organizations within 10 percent of HHSC 
standards for at least 90 percent of the STAR Kids quality of care measures. N: Number of 
managed care organizations within 10 percent of HHSC standards for at least 90 percent of 
the STAR Kids quality of care measures. D: Number of managed care organizations. 

Data Source (Select one):
Other
If 'Other' is selected, specify:
Institute for Child Health Policy

Responsible Party for data 
collection/generation(check 
each that applies):

Frequency of data 
collection/generation(check 
each that applies):

Sampling Approach(check 
each that applies):

  State Medicaid Agency  Weekly   100% Review

 Operating Agency  Monthly  Less than 100% 

Review

 Sub-State Entity  Quarterly  Representative Sample

Confidence Interval 
=




  Other

Specify:
Institute for Child 
Health Policy

 Annually  Stratified

Describe Group:




  Continuously and 

Ongoing

 Other

Specify:




 Other

Specify:




Data Aggregation and Analysis: 

Responsible Party for data aggregation 
and analysis (check each that applies):

Frequency of data aggregation and 
analysis(check each that applies):

  State Medicaid Agency  Weekly 

 Operating Agency  Monthly 

 Sub-State Entity  Quarterly 
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Responsible Party for data aggregation 
and analysis (check each that applies):

Frequency of data aggregation and 
analysis(check each that applies):

 Other 

Specify:




  Annually 

 Continuously and Ongoing 

 Other 

Specify:




ii. If applicable, in the textbox below provide any necessary additional information on the strategies employed by the State to 
discover/identify problems/issues within the waiver program, including frequency and parties responsible.
Specific to MCO-reported data for appendix G measures regarding abuse, neglect, and exploitation (ANE), HHSC receives 
both self-reported data from the MCOs and investigative reports from Adult Protective Services (APS; the group that 
conducts all provider investigations in the state). Data received from the MCOs are verified by HHSC against the data from 
the APS reports. When questions or concerns are identified, HHSC follows up with MCOs to obtain additional information 
and follows up accordingly to assure confirmed allegations of abuse, neglect, and exploitation are appropriately 
remediated.      

HHSC’s Managed Care Compliance Operations unit (MCCO) conducts on-site operational reviews of each MCO at least 
biennially to ensure the MCOs are following their documented policies and procedures and that those policies and 
procedures continue to align with the HHSC’s contractual requirements. 

HHSC’s Quality Review Team (QRT), which consists of representatives from several units within the HHS enterprise, meets 
quarterly to review comprehensive quality reports generated by the Quality Reporting Unit (QRU). The reports generated by 
the QRU summarize data from units within HHSC as well as self-reported data collected from MCOs. These reports include 
quarterly and annual scores per performance measure and remediation activities per performance measure. HHSC staff 
present the reports and recommendations to the Quality Review Team. Priorities for further scrutiny and follow-up with 
Quality Improvement Projects are established in these meetings.

b. Methods for Remediation/Fixing Individual Problems 
i. Describe the State’s method for addressing individual problems as they are discovered. Include information regarding 

responsible parties and GENERAL methods for problem correction. In addition, provide information on the methods used by 
the State to document these items. 
HHSC has the authority to terminate or replace an MCO or its subcontractor(s), according to managed care contracts, if 
either are convicted of a criminal offense related to the neglect or abuse of members in connection with the delivery of an 
item or service. If an MCO fails to meet contractual requirements related to protection against or reporting of abuse, neglect, 
or exploitation, such as contracting with long term services and supports providers that fail to meet standards, then HHSC 
has authority to use a variety of remedies, up to and including contract termination.  Remedies include the following:

• Corrective action plan
• Assessment of liquidated damages;
• Accelerated monitoring of the MCO, which includes more frequent or extensive monitoring by HHSC;
• Requiring additional financial or programmatic reports to be submitted by the MCO;
• Requiring additional or more detailed financial or programmatic audits or other reviews of the MCO;
• Terminating or declining to renew or extend an MCO contract;
• Appointing temporary MCO management under the circumstances described in 42 CFR §438.706;
• suspending member enrollment;
• Withholding or recouping payment to the MCO; and
• Requiring forfeiture of all or part of the MCO’s performance bond

ii. Remediation Data Aggregation 
Remediation-related Data Aggregation and Analysis (including trend identification) 

Responsible Party(check each that applies):
Frequency of data aggregation and analysis

(check each that applies):

  State Medicaid Agency  Weekly 

 Operating Agency  Monthly 

 Sub-State Entity  Quarterly 
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Responsible Party(check each that applies):
Frequency of data aggregation and analysis

(check each that applies):

 Other 

Specify:




  Annually 

 Continuously and Ongoing 

 Other 

Specify:




c. Timelines 
When the State does not have all elements of the Quality Improvement Strategy in place, provide timelines to design methods for 
discovery and remediation related to the assurance of Health and Welfare that are currently non-operational.

 No

 Yes
Please provide a detailed strategy for assuring Health and Welfare, the specific timeline for implementing identified strategies, 
and the parties responsible for its operation.
HHSC is incorporating MDCP into its managed care quality strategy which currently includes all of its 1115 programs.    Since 
MDCP services are provided through MCOs, it makes sense to have a quality strategy that includes both programs.   The 1115 
quality strategy will be reviewed and updated every two years at a minimum.  The 1115 Waiver also requires the state to revise 
the strategy whenever significant changes are made.  HHSC ensures that the STAR Health quality strategy aligns with the 
strategy of 1115, unless program requirements prohibit alignments of the quality strategy. Significant changes include:
• Changes made through the 1115 Transformation Waiver
• Adding new populations to the managed care programs
• Expanding managed care programs to new parts of the state
• Carving new services into the managed care programs

Appendix H: Quality Improvement Strategy (1 of 2)

Under §1915(c) of the Social Security Act and 42 CFR §441.302, the approval of an HCBS waiver requires that CMS determine that the 
State has made satisfactory assurances concerning the protection of participant health and welfare, financial accountability and other 
elements of waiver operations. Renewal of an existing waiver is contingent upon review by CMS and a finding by CMS that the assurances 
have been met. By completing the HCBS waiver application, the State specifies how it has designed the waiver’s critical processes, 
structures and operational features in order to meet these assurances. 

◾ Quality Improvement is a critical operational feature that an organization employs to continually determine whether it operates in 
accordance with the approved design of its program, meets statutory and regulatory assurances and requirements, achieves desired 
outcomes, and identifies opportunities for improvement. 

CMS recognizes that a state’s waiver Quality Improvement Strategy may vary depending on the nature of the waiver target population, the 
services offered, and the waiver’s relationship to other public programs, and will extend beyond regulatory requirements. However, for the 
purpose of this application, the State is expected to have, at the minimum, systems in place to measure and improve its own performance in 
meeting six specific waiver assurances and requirements. 

It may be more efficient and effective for a Quality Improvement Strategy to span multiple waivers and other long-term care services. CMS 
recognizes the value of this approach and will ask the state to identify other waiver programs and long-term care services that are addressed 
in the Quality Improvement Strategy. 

Quality Improvement Strategy: Minimum Components

The Quality Improvement Strategy that will be in effect during the period of the approved waiver is described throughout the waiver in the 
appendices corresponding to the statutory assurances and sub-assurances. Other documents cited must be available to CMS upon request 
through the Medicaid agency or the operating agency (if appropriate). 

In the QIS discovery and remediation sections throughout the application (located in Appendices A, B, C, D, G, and I) , a state spells out: 

◾ The evidence based discovery activities that will be conducted for each of the six major waiver assurances; 
◾ The remediation activities followed to correct individual problems identified in the implementation of each of the assurances; 
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In Appendix H of the application, a State describes (1) the system improvement activities followed in response to aggregated, analyzed 
discovery and remediation information collected on each of the assurances; (2) the correspondent roles/responsibilities of those conducting 
assessing and prioritizing improving system corrections and improvements; and (3) the processes the state will follow to continuously assess 
the effectiveness of the OIS and revise it as necessary and appropriate. 

If the State's Quality Improvement Strategy is not fully developed at the time the waiver application is submitted, the state may provide a 
work plan to fully develop its Quality Improvement Strategy, including the specific tasks the State plans to undertake during the period the 
waiver is in effect, the major milestones associated with these tasks, and the entity (or entities) responsible for the completion of these tasks. 

When the Quality Improvement Strategy spans more than one waiver and/or other types of long-term care services under the Medicaid State 
plan, specify the control numbers for the other waiver programs and/or identify the other long-term services that are addressed in the Quality 
Improvement Strategy. In instances when the QIS spans more than one waiver, the State must be able to stratify information that is related to 
each approved waiver program. Unless the State has requested and received approval from CMS for the consolidation of multiple waivers for 
the purpose of reporting, then the State must stratify information that is related to each approved waiver program, i.e., employ a 
representative sample for each waiver. 

Appendix H: Quality Improvement Strategy (2 of 2)

H-1: Systems Improvement

a. System Improvements

i. Describe the process(es) for trending, prioritizing, and implementing system improvements (i.e., design changes) prompted as 
a result of an analysis of discovery and remediation information. 

HHSC articulated the vision and infrastructure for the quality improvement strategy for HCBS 1915(c) waivers in a Quality 
Oversight Plan internally approved by HHSC in 2010. The plan is currently being revised to ensure continuous quality 
improvement as outlined in the CMS 2014 Modifications to Quality Measures and Reporting in §1915(c) Home and 
Community-Based Waivers. This plan complements quality improvement strategies submitted in each HCBS §1915(c) 
waiver application or renewal approved in or after federal fiscal year (FFY) 2017, defines HHSC staff performance 
improvement roles, and determines HHSC quality policies and procedures relevant to HCBS waiver performance standards. 
Central to this plan is the Quality Review Team (QRT), which consists of representatives from several units within the HHS 
enterprise.  In addition to directing the improvement activities for each waiver, key QRT staff members oversee 
implementation of the Quality Oversight Plan and related processes.  This includes making recommendations for new or 
revised quality measures, identifying and facilitating access to new data sources, and identifying new intra and inter-agency 
processes impacting any and all phases of the quality program. The QRT collectively approves and monitors all active 
improvement initiatives including quality improvement projects and other actions needed to assure continued improvement 
of Texas Home and Community-Based Services waiver programs.  Additionally, the QRT reviews the Quality Oversight 
Plan at least every three years.  Revisions to the plan will be approved by HHS leadership.

ii. System Improvement Activities 

Responsible Party(check each that applies):
Frequency of Monitoring and Analysis(check each that 

applies):

  State Medicaid Agency  Weekly 

 Operating Agency  Monthly 

 Sub-State Entity  Quarterly 

  Quality Improvement Committee   Annually 

 Other 

Specify:




 Other 

Specify:




b. System Design Changes 

i. Describe the process for monitoring and analyzing the effectiveness of system design changes. Include a description of the 
various roles and responsibilities involved in the processes for monitoring & assessing system design changes. If applicable, 
include the State's targeted standards for systems improvement. 

The Quality Review Team reviews comprehensive quality reports from each waiver program at least annually.  These 
reports are generated by the Quality Reporting Unit which collects data from units across the agency.  These reports include 
annual scores per performance measure and remediation activities per performance measure. HHSC staff present the reports 
and recommendations to the Quality Review Team.  Priorities are established by the Quality Review Team.  Improvement 
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plans are developed as issues are identified and the Quality Review Team reviews, modifies, if needed and approves all 
improvement plans.  All active improvement plans for all waivers are monitored at each quality review team meeting, to 
include updates on data to analyze remediation activities.

ii. Describe the process to periodically evaluate, as appropriate, the Quality Improvement Strategy. 

At least every three years, state staff will evaluate the processes and indicators of the Quality Oversight Plan.  State staff will 
examine issues such as whether or not the indicators are providing substantive information about each sub-assurance and 
whether the Quality Review Team composition is inclusive of key internal stakeholders.  If areas for improvement exist, 
State staff will make recommendations for changes to the Quality Review Team, and the Quality Review Team will approve 
or revise staff recommended changes. In addition to the quality oversight plan, HHSC intends to incorporate MDCP into its 
managed care quality strategy which currently includes all of its 1115 programs.

Appendix I: Financial Accountability
I-1: Financial Integrity and Accountability

Financial Integrity. Describe the methods that are employed to ensure the integrity of payments that have been made for waiver 
services, including: (a) requirements concerning the independent audit of provider agencies; (b) the financial audit program that the 
state conducts to ensure the integrity of provider billings for Medicaid payment of waiver services, including the methods, scope and 
frequency of audits; and, (c) the agency (or agencies) responsible for conducting the financial audit program. State laws, regulations, 
and policies referenced in the description are available to CMS upon request through the Medicaid agency or the operating agency (if 
applicable). 

The delivery of 1915(c) MDCP Waiver services is completed under a combination of the 1115 Waiver, 1915(a) and the 1915(c) 
Waiver authorities. The contracted managed care organizations (MCO) that deliver Medicaid benefits under the STAR Kids and 
STAR Health Managed Care models are responsible for contracting with and monitoring the network providers of all Medicaid 
benefits, including those services that are included under the 1915(c) Waiver.

The State requires the MCO to provide financial information on a quarterly basis. That information is validated through a variety of 
ways, including audits of claims data by contractors hired by the State and submission of encounter data by the MCO to the State. 
There are no additional requirements specific to the 1915(c) Waiver.

Costs related to the 1915(c) Waiver are included in the development of the capitation payment to the MCO. 

DADS will no longer directly contract with MDCP providers.  Rather, HHSC will contract with MCOs, which will in turn contract 
with, credential, and monitor MDCP providers. In order to ensure the financial integrity of the program, HHSC contracts with external 
auditors (DK Partners and Myers and Stauffer) to conduct annual audits of the financial statistical reports (FSR) submitted by the 
participating MCOs, which include the 1915(c) MDCP Waiver services.   HHSC contracts with external audit vendors, DK Partners 
and Myers and Stauffer, to conduct annual audits of the Financial Statistical Reports (FSR) submitted by the MCOs. The audit process 
may include on-site visits to verify maintenance of financial records and a review of a statistically valid sample of claims. The claims 
review verifies that each claim is paid in accordance with member eligibility and the terms of the provider contractor.  The audit 
findings are utilized to address compliance issues with the individual health plans as well as to complete a final calculation of the 
profit sharing Experience Rebate due for each State Fiscal Year.  

In addition, HHSC Medicaid/CHIP Division Finance conducts quarterly desk reviews and analysis of the FSR, which are submitted by 
the MCOs. The objective of this analysis is to reconcile the submitted FSR to known data to identify and resolve inconsistencies; to 
communicate with the MCOs regarding data reporting issues, to improve the accuracy of the  data submission and reporting process; 
to identify and communicate financial trends and potential issues to internal HHSC Plan Management, Medicaid/CHIP Division 
Management, HHSC Actuarial Analysis, and others; and to make the FSR a more reliable data source as input to other processes, 
including the rate setting process.

Once data is available, the State will validate the paid claims reported by the MCOs on their FSR, HHSC reconciles the MCO's 
encounter data to the aggregate dollars reported in the paid claims section of the FSR. This process is conducted to ensure that the paid 
claims reported on the FSR are supported by the encounters submitted (allowable variance of +/-two percent).

Further substantive tests of the underlying medical records that support claims billed to MCOs by providers are conducted by HHSC's 
External Quality Review Organization (EQRO). The EQRO conducts an Annual Encounter Data Validation, which is a process that 
compares the encounter data of record with actual content of the member medical records to determine validity, accuracy, and 
completeness.

If at any time there is a report of a provider having committed suspected Medicaid fraud, waste and/or abuse, the Office of the 
Attorney General will investigate the suspected offense. The Office of the Attorney General Medicaid Fraud Control Unit (MFCU) 
coordinates the investigation of suspected Medicaid fraud, waste, and abuse with the HHSC Office of the Inspector General pursuant 
to Texas Government Code §531.103. Investigations are conducted in the same manner and pursuant to the same regulations for fee-
for-service and managed care allegations. MFCU investigations are conducted in compliance with the requirements of Title 42 of the 
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Code of Federal Regulations, Part 455. MCOs must provide information requested by the MFCU pursuant to Title 1 of the Texas 
Administrative Code Part 15, Chapter 352.

Appendix I: Financial Accountability
Quality Improvement: Financial Accountability

As a distinct component of the State’s quality improvement strategy, provide information in the following fields to detail the State’s methods 
for discovery and remediation. 

a. Methods for Discovery: Financial Accountability Assurance: 
The State must demonstrate that it has designed and implemented an adequate system for ensuring financial accountability of the 
waiver program. (For waiver actions submitted before June 1, 2014, this assurance read "State financial oversight exists to assure 
that claims are coded and paid for in accordance with the reimbursement methodology specified in the approved waiver.")

i. Sub-Assurances:

a. Sub-assurance: The State provides evidence that claims are coded and paid for in accordance with the 
reimbursement methodology specified in the approved waiver and only for services rendered. (Performance 
measures in this sub-assurance include all Appendix I performance measures for waiver actions submitted before June 
1, 2014.)

Performance Measures 

For each performance measure the State will use to assess compliance with the statutory assurance (or sub-
assurance), complete the following. Where possible, include numerator/denominator.

For each performance measure, provide information on the aggregated data that will enable the State to analyze and 
assess progress toward the performance measure. In this section provide information on the method by which each 
source of data is analyzed statistically/deductively or inductively, how themes are identified or conclusions drawn, 
and how recommendations are formulated, where appropriate.

Performance Measure: 
I.a.1 Number and percent of per member per month capitated payments paid to managed 
care organizations for eligible Medicaid individuals. N: Number of per member per month 
capitated payments paid to managed care organizations for eligible Medicaid individuals. D: 
Number of per member per month capitated payments paid to managed care organizations. 

Data Source (Select one):
Financial records (including expenditures)
If 'Other' is selected, specify:
Premium Payable System (PPS)

Responsible Party for data 
collection/generation(check 
each that applies):

Frequency of data 
collection/generation(check 
each that applies):

Sampling Approach(check 
each that applies):

  State Medicaid Agency  Weekly   100% Review

 Operating Agency  Monthly  Less than 100% 

Review

 Sub-State Entity  Quarterly  Representative Sample

Confidence Interval 
=




 Other

Specify:




 Annually  Stratified

Describe Group:




  Continuously and 

Ongoing

 Other

Specify:




 Other
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Specify:




Data Aggregation and Analysis: 

Responsible Party for data aggregation 
and analysis (check each that applies):

Frequency of data aggregation and 
analysis(check each that applies):

  State Medicaid Agency  Weekly 

 Operating Agency  Monthly 

 Sub-State Entity  Quarterly 

 Other 

Specify:




  Annually 

 Continuously and Ongoing 

 Other 

Specify:




b. Sub-assurance: The state provides evidence that rates remain consistent with the approved rate methodology 
throughout the five year waiver cycle.

Performance Measures 

For each performance measure the State will use to assess compliance with the statutory assurance (or sub-
assurance), complete the following. Where possible, include numerator/denominator.

For each performance measure, provide information on the aggregated data that will enable the State to analyze and 
assess progress toward the performance measure. In this section provide information on the method by which each 
source of data is analyzed statistically/deductively or inductively, how themes are identified or conclusions drawn, 
and how recommendations are formulated, where appropriate.

Performance Measure: 
I.b.1. Number and percent of changes made to rate methodology during the reporting period 
that were submitted via a contract amendment for CMS approval prior to implementation. N: 
Number of changes made to rate methodology during reporting period that were submitted 
via a contract amendment for CMS approval prior to implementation. D: Number of changes 
made to rate methodology. 

Data Source (Select one):
Financial records (including expenditures)
If 'Other' is selected, specify:

Responsible Party for data 
collection/generation(check 
each that applies):

Frequency of data 
collection/generation(check 
each that applies):

Sampling Approach(check 
each that applies):

  State Medicaid Agency  Weekly   100% Review

 Operating Agency  Monthly  Less than 100% 

Review

 Sub-State Entity  Quarterly  Representative Sample

Confidence Interval 
=



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 Other

Specify:




 Annually  Stratified

Describe Group:




  Continuously and 

Ongoing

 Other

Specify:




 Other

Specify:




Data Aggregation and Analysis: 

Responsible Party for data aggregation 
and analysis (check each that applies):

Frequency of data aggregation and 
analysis(check each that applies):

  State Medicaid Agency  Weekly 

 Operating Agency  Monthly 

 Sub-State Entity  Quarterly 

 Other 

Specify:




  Annually 

 Continuously and Ongoing 

 Other 

Specify:




ii. If applicable, in the textbox below provide any necessary additional information on the strategies employed by the State to 
discover/identify problems/issues within the waiver program, including frequency and parties responsible.




b. Methods for Remediation/Fixing Individual Problems 
i. Describe the State’s method for addressing individual problems as they are discovered. Include information regarding 

responsible parties and GENERAL methods for problem correction. In addition, provide information on the methods used by 
the State to document these items. 
Individual problems may be discovered during monitoring activities by the State or any of the entities that have been 
delegated certain functions within the performance measures of this appendix. Those responsible
for conducting the monitoring and frequency are described in each performance measure of this appendix.
The options for remediation are listed below:

If the State discovers that a capitated payment was made to a MCO for a non-eligible member, the State recoups the funds 
from the MCO. At the end of the month in which the member became ineligible, the member is disenrolled from the 
program.

ii. Remediation Data Aggregation 
Remediation-related Data Aggregation and Analysis (including trend identification) 

Responsible Party(check each that applies):
Frequency of data aggregation and analysis(check 

each that applies):

  State Medicaid Agency  Weekly 

 Operating Agency  Monthly 
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Responsible Party(check each that applies):
Frequency of data aggregation and analysis(check 

each that applies):

 Sub-State Entity  Quarterly 

 Other 

Specify:




  Annually 

 Continuously and Ongoing 

 Other 

Specify:




c. Timelines 
When the State does not have all elements of the Quality Improvement Strategy in place, provide timelines to design methods for 
discovery and remediation related to the assurance of Financial Accountability that are currently non-operational.

 No

 Yes
Please provide a detailed strategy for assuring Financial Accountability, the specific timeline for implementing identified 
strategies, and the parties responsible for its operation.
HHSC intends to incorporate MDCP into its managed care quality strategy which currently includes all of its 1115 
programs.  Concurrent with submission of the present MDCP amendment to transition MDCP from fee for service to managed 
care, HHSC is working on an 1115 amendment to add the STAR Kids managed care program.  Since MDCP services will be 
provided through MCOs, it makes sense to have a quality strategy that includes both programs.  HHSC will provide CMS an 
updated quality strategy that incorporates STAR Kids and MDCP after the 1115 waiver amendment is approved by CMS. The 
1115 quality strategy will be reviewed and updated every two years at a minimum.  The 1115 Waiver also requires the state to 
revise the strategy whenever significant changes are made.  HHSC ensures that the STAR Health quality strategy aligns with 
the strategy of 1115, unless program requirements prohibit alignments of the quality strategy. Significant changes include:
• Changes made through the 1115 Transformation Waiver
• Adding new populations to the managed care programs
• Expanding managed care programs to new parts of the state
• Carving new services into the managed care programs

The September 1, 2017 date is in reference to specific activities, not the QIS. Per 1115 waiver requirements, the Quality 
Strategy must be revised and submitted to CMS for approval within nine (9) months from the approval date of demonstration 
amendment number 13 (which creates STAR Kids and expands the STAR+PLUS service delivery area for behavioral health 
services to the Dallas service delivery area). HHSC intends to incorporate MDCP as part of the revised strategy.

Appendix I: Financial Accountability
I-2: Rates, Billing and Claims (1 of 3)

a. Rate Determination Methods. In two pages or less, describe the methods that are employed to establish provider payment rates for 
waiver services and the entity or entities that are responsible for rate determination. Indicate any opportunity for public comment in 
the process. If different methods are employed for various types of services, the description may group services for which the same 
method is employed. State laws, regulations, and policies referenced in the description are available upon request to CMS through the 
Medicaid agency or the operating agency (if applicable). 

As described in the 1115 Transformation waiver, HHSC's Actuarial Analysis calculates the capitated premium rates paid to the 
Medicaid and CHIP MCOs.  HHSC uses an external actuary to certify these rates as meeting the actuarial soundness guidelines 
established by CMS.  HHSC Actuarial Analysis is also involved with benefit and rate changes, program expansions, and legislative 
mandates that affect capitation rates paid to the MCOs.  Finally, HHSC Actuarial Analysis provides actuarial support services for 
other HHSC activities, including initiatives related to the 1115 Transformation Waiver.  Key quality-related activities with which 
HHSC Actuarial Analysis is involved include financial incentive programs, and implementation of provider-level and MCO-level 
disincentives related to potentially preventable events.

b. Flow of Billings. Describe the flow of billings for waiver services, specifying whether provider billings flow directly from providers 
to the State's claims payment system or whether billings are routed through other intermediary entities. If billings flow through other 
intermediary entities, specify the entities: 

This is waiver uses a managed care delivery system with capitated premiums. If the member is eligible for Medicaid for the month, 
the MCO is paid a capitated premium per member per month rate.
The 1915(c) Waiver services are included in the scope of services that the MCOs are required to deliver under their contract. The 
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MCO establishes provider agreements, and all payments are made directly from the MCO to the network provider.

Direct billing is not available.  Because MDCP will be operated under a managed care model, MDCP providers must contract with 
and bill MCOs for services.

Appendix I: Financial Accountability
I-2: Rates, Billing and Claims (2 of 3)

c. Certifying Public Expenditures (select one): 

 No. State or local government agencies do not certify expenditures for waiver services.

 Yes. State or local government agencies directly expend funds for part or all of the cost of waiver services and 
certify their State government expenditures (CPE) in lieu of billing that amount to Medicaid.

Select at least one:

 Certified Public Expenditures (CPE) of State Public Agencies. 

Specify: (a) the State government agency or agencies that certify public expenditures for waiver services; (b) how it is 
assured that the CPE is based on the total computable costs for waiver services; and, (c) how the State verifies that the 
certified public expenditures are eligible for Federal financial participation in accordance with 42 CFR §433.51(b).(Indicate 
source of revenue for CPEs in Item I-4-a.)




 Certified Public Expenditures (CPE) of Local Government Agencies. 

Specify: (a) the local government agencies that incur certified public expenditures for waiver services; (b) how it is assured 
that the CPE is based on total computable costs for waiver services; and, (c) how the State verifies that the certified public 
expenditures are eligible for Federal financial participation in accordance with 42 CFR §433.51(b). (Indicate source of 
revenue for CPEs in Item I-4-b.)




Appendix I: Financial Accountability
I-2: Rates, Billing and Claims (3 of 3)

d. Billing Validation Process. Describe the process for validating provider billings to produce the claim for federal financial 
participation, including the mechanism(s) to assure that all claims for payment are made only: (a) when the individual was eligible for 
Medicaid waiver payment on the date of service; (b) when the service was included in the participant's approved service plan; and, (c) 
the services were provided: 

The State determines which consumers are eligible for 1915(c) Waiver services and provides this information to the MCO. The 
MCO is contractually required to only provide services to eligible members enrolled in the MCO.

e. Billing and Claims Record Maintenance Requirement. Records documenting the audit trail of adjudicated claims (including 
supporting documentation) are maintained by the Medicaid agency, the operating agency (if applicable), and providers of waiver 
services for a minimum period of 3 years as required in 45 CFR §92.42. 

Appendix I: Financial Accountability
I-3: Payment (1 of 7)

a. Method of payments -- MMIS (select one): 

 Payments for all waiver services are made through an approved Medicaid Management Information System (MMIS). 

 Payments for some, but not all, waiver services are made through an approved MMIS. 

Specify: (a) the waiver services that are not paid through an approved MMIS; (b) the process for making such payments and the 
entity that processes payments; (c) and how an audit trail is maintained for all state and federal funds expended outside the 
MMIS; and, (d) the basis for the draw of federal funds and claiming of these expenditures on the CMS-64: 
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


 Payments for waiver services are not made through an approved MMIS. 

Specify: (a) the process by which payments are made and the entity that processes payments; (b) how and through which system
(s) the payments are processed; (c) how an audit trail is maintained for all state and federal funds expended outside the MMIS; 
and, (d) the basis for the draw of federal funds and claiming of these expenditures on the CMS-64: 




 Payments for waiver services are made by a managed care entity or entities. The managed care entity is paid a monthly 
capitated payment per eligible enrollee through an approved MMIS. 

Describe how payments are made to the managed care entity or entities: 

The MCO is paid a monthly capitated payment per eligible enrollee through an approved MMIS.

Appendix I: Financial Accountability
I-3: Payment (2 of 7)

b. Direct payment. In addition to providing that the Medicaid agency makes payments directly to providers of waiver services, 
payments for waiver services are made utilizing one or more of the following arrangements (select at least one): 

 The Medicaid agency makes payments directly and does not use a fiscal agent (comprehensive or limited) or a managed 

care entity or entities. 
 The Medicaid agency pays providers through the same fiscal agent used for the rest of the Medicaid program. 

 The Medicaid agency pays providers of some or all waiver services through the use of a limited fiscal agent. 

Specify the limited fiscal agent, the waiver services for which the limited fiscal agent makes payment, the functions that the 
limited fiscal agent performs in paying waiver claims, and the methods by which the Medicaid agency oversees the operations of 
the limited fiscal agent: 




  Providers are paid by a managed care entity or entities for services that are included in the State's contract with the 

entity. 

Specify how providers are paid for the services (if any) not included in the State's contract with managed care entities. 

All payments for 1915(c) Waiver costs are included in the capitation payment to the MCO and no additional payments are 
made by the State for 1915(c) Waiver services.

Appendix I: Financial Accountability
I-3: Payment (3 of 7)

c. Supplemental or Enhanced Payments. Section 1902(a)(30) requires that payments for services be consistent with efficiency, 
economy, and quality of care. Section 1903(a)(1) provides for Federal financial participation to States for expenditures for services 
under an approved State plan/waiver. Specify whether supplemental or enhanced payments are made. Select one:

 No. The State does not make supplemental or enhanced payments for waiver services.

 Yes. The State makes supplemental or enhanced payments for waiver services.

Describe: (a) the nature of the supplemental or enhanced payments that are made and the waiver services for which these 
payments are made; (b) the types of providers to which such payments are made; (c) the source of the non-Federal share of the 
supplemental or enhanced payment; and, (d) whether providers eligible to receive the supplemental or enhanced payment retain 
100% of the total computable expenditure claimed by the State to CMS. Upon request, the State will furnish CMS with detailed 
information about the total amount of supplemental or enhanced payments to each provider type in the waiver. 




Appendix I: Financial Accountability
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I-3: Payment (4 of 7)

d. Payments to State or Local Government Providers. Specify whether State or local government providers receive payment for the 
provision of waiver services.

 No. State or local government providers do not receive payment for waiver services. Do not complete Item I-3-e.

 Yes. State or local government providers receive payment for waiver services. Complete Item I-3-e.

Specify the types of State or local government providers that receive payment for waiver services and the services that the State 
or local government providers furnish: 




Appendix I: Financial Accountability
I-3: Payment (5 of 7)

e. Amount of Payment to State or Local Government Providers.

Specify whether any State or local government provider receives payments (including regular and any supplemental payments) that in 
the aggregate exceed its reasonable costs of providing waiver services and, if so, whether and how the State recoups the excess and 
returns the Federal share of the excess to CMS on the quarterly expenditure report. Select one:

Answers provided in Appendix I-3-d indicate that you do not need to complete this section. 

 The amount paid to State or local government providers is the same as the amount paid to private providers of the 
same service.

 The amount paid to State or local government providers differs from the amount paid to private providers of the 
same service. No public provider receives payments that in the aggregate exceed its reasonable costs of providing 
waiver services.

 The amount paid to State or local government providers differs from the amount paid to private providers of the 
same service. When a State or local government provider receives payments (including regular and any 
supplemental payments) that in the aggregate exceed the cost of waiver services, the State recoups the excess and 
returns the federal share of the excess to CMS on the quarterly expenditure report.

Describe the recoupment process: 




Appendix I: Financial Accountability
I-3: Payment (6 of 7)

f. Provider Retention of Payments. Section 1903(a)(1) provides that Federal matching funds are only available for expenditures made 
by states for services under the approved waiver. Select one:

 Providers receive and retain 100 percent of the amount claimed to CMS for waiver services. 

 Providers are paid by a managed care entity (or entities) that is paid a monthly capitated payment. 

Specify whether the monthly capitated payment to managed care entities is reduced or returned in part to the State. 

There is no reduction or return to the State.

Appendix I: Financial Accountability
I-3: Payment (7 of 7)

g. Additional Payment Arrangements

i. Voluntary Reassignment of Payments to a Governmental Agency. Select one:
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 No. The State does not provide that providers may voluntarily reassign their right to direct payments to a 
governmental agency.

 Yes. Providers may voluntarily reassign their right to direct payments to a governmental agency as 
provided in 42 CFR §447.10(e).

Specify the governmental agency (or agencies) to which reassignment may be made. 




ii. Organized Health Care Delivery System. Select one:

 No. The State does not employ Organized Health Care Delivery System (OHCDS) arrangements under the 
provisions of 42 CFR §447.10.

 Yes. The waiver provides for the use of Organized Health Care Delivery System arrangements under the 
provisions of 42 CFR §447.10.

Specify the following: (a) the entities that are designated as an OHCDS and how these entities qualify for designation as 
an OHCDS; (b) the procedures for direct provider enrollment when a provider does not voluntarily agree to contract with 
a designated OHCDS; (c) the method(s) for assuring that participants have free choice of qualified providers when an 
OHCDS arrangement is employed, including the selection of providers not affiliated with the OHCDS; (d) the method(s) 
for assuring that providers that furnish services under contract with an OHCDS meet applicable provider qualifications 
under the waiver; (e) how it is assured that OHCDS contracts with providers meet applicable requirements; and, (f) how 
financial accountability is assured when an OHCDS arrangement is used: 




iii. Contracts with MCOs, PIHPs or PAHPs. Select one:

 The State does not contract with MCOs, PIHPs or PAHPs for the provision of waiver services.

 The State contracts with a Managed Care Organization(s) (MCOs) and/or prepaid inpatient health plan(s) 
(PIHP) or prepaid ambulatory health plan(s) (PAHP) under the provisions of §1915(a)(1) of the Act for the 
delivery of waiver and other services. Participants may voluntarily elect to receive waiver and other services 
through such MCOs or prepaid health plans. Contracts with these health plans are on file at the State Medicaid 
agency.

Describe: (a) the MCOs and/or health plans that furnish services under the provisions of §1915(a)(1); (b) the geographic 
areas served by these plans; (c) the waiver and other services furnished by these plans; and, (d) how payments are made 
to the health plans. 




 This waiver is a part of a concurrent §1915(b)/§1915(c) waiver. Participants are required to obtain waiver and 
other services through a MCO and/or prepaid inpatient health plan (PIHP) or a prepaid ambulatory health plan 
(PAHP). The §1915(b) waiver specifies the types of health plans that are used and how payments to these plans 
are made.

 This waiver is a part of a concurrent �1115/�1915(c) waiver. Participants are required to obtain waiver and 
other services through a MCO and/or prepaid inpatient health plan (PIHP) or a prepaid ambulatory health plan 
(PAHP). The �1115 waiver specifies the types of health plans that are used and how payments to these plans are 
made.

Appendix I: Financial Accountability
I-4: Non-Federal Matching Funds (1 of 3)

a. State Level Source(s) of the Non-Federal Share of Computable Waiver Costs. Specify the State source or sources of the non-
federal share of computable waiver costs. Select at least one: 

  Appropriation of State Tax Revenues to the State Medicaid agency 

 Appropriation of State Tax Revenues to a State Agency other than the Medicaid Agency. 
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If the source of the non-federal share is appropriations to another state agency (or agencies), specify: (a) the State entity or 
agency receiving appropriated funds and (b) the mechanism that is used to transfer the funds to the Medicaid Agency or Fiscal 
Agent, such as an Intergovernmental Transfer (IGT), including any matching arrangement, and/or, indicate if the funds are 
directly expended by State agencies as CPEs, as indicated in Item I-2-c: 




 Other State Level Source(s) of Funds. 

Specify: (a) the source and nature of funds; (b) the entity or agency that receives the funds; and, (c) the mechanism that is used 
to transfer the funds to the Medicaid Agency or Fiscal Agent, such as an Intergovernmental Transfer (IGT), including any 
matching arrangement, and/or, indicate if funds are directly expended by State agencies as CPEs, as indicated in Item I-2-c: 




Appendix I: Financial Accountability
I-4: Non-Federal Matching Funds (2 of 3)

b. Local Government or Other Source(s) of the Non-Federal Share of Computable Waiver Costs. Specify the source or sources of 
the non-federal share of computable waiver costs that are not from state sources. Select One: 

 Not Applicable. There are no local government level sources of funds utilized as the non-federal share.

 Applicable
Check each that applies:

 Appropriation of Local Government Revenues. 

Specify: (a) the local government entity or entities that have the authority to levy taxes or other revenues; (b) the source(s) 
of revenue; and, (c) the mechanism that is used to transfer the funds to the Medicaid Agency or Fiscal Agent, such as an 
Intergovernmental Transfer (IGT), including any matching arrangement (indicate any intervening entities in the transfer 
process), and/or, indicate if funds are directly expended by local government agencies as CPEs, as specified in Item I-2-c: 




 Other Local Government Level Source(s) of Funds. 

Specify: (a) the source of funds; (b) the local government entity or agency receiving funds; and, (c) the mechanism that is 
used to transfer the funds to the State Medicaid Agency or Fiscal Agent, such as an Intergovernmental Transfer (IGT), 
including any matching arrangement, and/or, indicate if funds are directly expended by local government agencies as CPEs, 
as specified in Item I-2-c: 




Appendix I: Financial Accountability
I-4: Non-Federal Matching Funds (3 of 3)

c. Information Concerning Certain Sources of Funds. Indicate whether any of the funds listed in Items I-4-a or I-4-b that make up 
the non-federal share of computable waiver costs come from the following sources: (a) health care-related taxes or fees; (b) provider-
related donations; and/or, (c) federal funds. Select one: 

 None of the specified sources of funds contribute to the non-federal share of computable waiver costs

 The following source(s) are used
Check each that applies:

 Health care-related taxes or fees 

 Provider-related donations 

 Federal funds 

For each source of funds indicated above, describe the source of the funds in detail: 



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Appendix I: Financial Accountability
I-5: Exclusion of Medicaid Payment for Room and Board 

a. Services Furnished in Residential Settings. Select one:

 No services under this waiver are furnished in residential settings other than the private residence of the individual. 

 As specified in Appendix C, the State furnishes waiver services in residential settings other than the personal home of the 
individual. 

b. Method for Excluding the Cost of Room and Board Furnished in Residential Settings. The following describes the methodology 
that the State uses to exclude Medicaid payment for room and board in residential settings: 

Payment of the cost of room and board is only provided under the waiver as part of out-of-home respite services.

Appendix I: Financial Accountability
I-6: Payment for Rent and Food Expenses of an Unrelated Live-In Caregiver 

Reimbursement for the Rent and Food Expenses of an Unrelated Live-In Personal Caregiver. Select one:

 No. The State does not reimburse for the rent and food expenses of an unrelated live-in personal caregiver who 
resides in the same household as the participant.

 Yes. Per 42 CFR §441.310(a)(2)(ii), the State will claim FFP for the additional costs of rent and food that can be 
reasonably attributed to an unrelated live-in personal caregiver who resides in the same household as the waiver 
participant. The State describes its coverage of live-in caregiver in Appendix C-3 and the costs attributable to rent 
and food for the live-in caregiver are reflected separately in the computation of factor D (cost of waiver services) in 
Appendix J. FFP for rent and food for a live-in caregiver will not be claimed when the participant lives in the 
caregiver's home or in a residence that is owned or leased by the provider of Medicaid services.

The following is an explanation of: (a) the method used to apportion the additional costs of rent and food attributable to the 
unrelated live-in personal caregiver that are incurred by the individual served on the waiver and (b) the method used to reimburse 
these costs: 




Appendix I: Financial Accountability
I-7: Participant Co-Payments for Waiver Services and Other Cost Sharing (1 of 5)

a. Co-Payment Requirements. Specify whether the State imposes a co-payment or similar charge upon waiver participants for waiver 
services. These charges are calculated per service and have the effect of reducing the total computable claim for federal financial 
participation. Select one:

 No. The State does not impose a co-payment or similar charge upon participants for waiver services. 

 Yes. The State imposes a co-payment or similar charge upon participants for one or more waiver services. 

i. Co-Pay Arrangement.

Specify the types of co-pay arrangements that are imposed on waiver participants (check each that applies):

Charges Associated with the Provision of Waiver Services (if any are checked, complete Items I-7-a-ii through I-7-a-
iv):

 Nominal deductible 

 Coinsurance 

 Co-Payment 

 Other charge 

Specify:



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Appendix I: Financial Accountability
I-7: Participant Co-Payments for Waiver Services and Other Cost Sharing (2 of 5)

a. Co-Payment Requirements.

ii. Participants Subject to Co-pay Charges for Waiver Services.

Answers provided in Appendix I-7-a indicate that you do not need to complete this section. 

Appendix I: Financial Accountability
I-7: Participant Co-Payments for Waiver Services and Other Cost Sharing (3 of 5)

a. Co-Payment Requirements.

iii. Amount of Co-Pay Charges for Waiver Services.

Answers provided in Appendix I-7-a indicate that you do not need to complete this section. 

Appendix I: Financial Accountability
I-7: Participant Co-Payments for Waiver Services and Other Cost Sharing (4 of 5)

a. Co-Payment Requirements.

iv. Cumulative Maximum Charges.

Answers provided in Appendix I-7-a indicate that you do not need to complete this section. 

Appendix I: Financial Accountability
I-7: Participant Co-Payments for Waiver Services and Other Cost Sharing (5 of 5)

b. Other State Requirement for Cost Sharing. Specify whether the State imposes a premium, enrollment fee or similar cost sharing 
on waiver participants. Select one: 

 No. The State does not impose a premium, enrollment fee, or similar cost-sharing arrangement on waiver 
participants.

 Yes. The State imposes a premium, enrollment fee or similar cost-sharing arrangement.

Describe in detail the cost sharing arrangement, including: (a) the type of cost sharing (e.g., premium, enrollment fee); (b) the 
amount of charge and how the amount of the charge is related to total gross family income; (c) the groups of participants subject 
to cost-sharing and the groups who are excluded; and, (d) the mechanisms for the collection of cost-sharing and reporting the 
amount collected on the CMS 64: 




Appendix J: Cost Neutrality Demonstration
J-1: Composite Overview and Demonstration of Cost-Neutrality Formula 

Composite Overview. Complete the fields in Cols. 3, 5 and 6 in the following table for each waiver year. The fields in Cols. 4, 7 and 8 
are auto-calculated based on entries in Cols 3, 5, and 6. The fields in Col. 2 are auto-calculated using the Factor D data from the J-2-d 
Estimate of Factor D tables. Col. 2 fields will be populated ONLY when the Estimate of Factor D tables in J-2-d have been completed. 

Level(s) of Care: Hospital, Nursing Facility 

Col. 1 Col. 2 Col. 3 Col. 4 Col. 5 Col. 6 Col. 7 Col. 8
Year Factor D Factor D' Total: D+D' Factor G Factor G' Total: G+G'Difference (Col 7 less Column4)

1 14185.96 79489.91 93675.87 73890.70 56701.26 130591.96 36916.09

2 14482.39 81159.20 95641.59 75442.41 57891.99 133334.40 37692.81

3 14789.58 82931.16 97720.74 77026.70 59223.50 136250.20 38529.46

4 15117.01 84776.48 99893.49 78644.26 60644.87 139289.13 39395.64
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Col. 1 Col. 2 Col. 3 Col. 4 Col. 5 Col. 6 Col. 7 Col. 8
Year Factor D Factor D' Total: D+D' Factor G Factor G' Total: G+G'Difference (Col 7 less Column4)

5 15449.61 86663.05 102112.66 80295.79 62100.35 142396.14 40283.48 

Appendix J: Cost Neutrality Demonstration
J-2: Derivation of Estimates (1 of 9)

a. Number Of Unduplicated Participants Served. Enter the total number of unduplicated participants from Item B-3-a who will be 
served each year that the waiver is in operation. When the waiver serves individuals under more than one level of care, specify the 
number of unduplicated participants for each level of care: 

Table: J-2-a: Unduplicated Participants

Waiver Year
Total Unduplicated Number of 
Participants (from Item B-3-a)

Distribution of Unduplicated Participants by Level of Care (if applicable)
Level of Care: Level of Care:

Hospital Nursing Facility

Year 1 6831 1 6830

Year 2 6831 1 6830

Year 3 6831 1 6830

Year 4 6831 1 6830

Year 5 6831 1 6830

Appendix J: Cost Neutrality Demonstration
J-2: Derivation of Estimates (2 of 9)

b. Average Length of Stay. Describe the basis of the estimate of the average length of stay on the waiver by participants in item J-2-a.

The Average Length of Stay estimates are based on the average of turnover rates (clients added in the year divided by the average 
monthly enrollment) for FY 2014 and FY 2015.  The annual unduplicated client count is estimated by factoring in the turnover to 
the estimated average monthly STAR Kids MDCP enrollment.  The Average Length of Stay is calculated as yearly enrollment 
divided by the annual unduplicated client count.

Appendix J: Cost Neutrality Demonstration
J-2: Derivation of Estimates (3 of 9)

c. Derivation of Estimates for Each Factor. Provide a narrative description for the derivation of the estimates of the following factors.

i. Factor D Derivation. The estimates of Factor D for each waiver year are located in Item J-2-d. The basis for these estimates 
is as follows:

The Factor D estimates are based on utilization data for State Fiscal Year (SFY) 2015 using claims payment data, and using 
actual premium rates for STAR Kids MDCP (effective November 2016). They are trended forward using the “Personal 
Consumption Expenditures” price deflators (IHS Global Insight, September 2016, “Short Term Forecast for the U.S. 
Economy”) of 1.7% for SFY 2018, 2.1% for SFY 2019, 2.1% for SFY 2020, 2.1% for SFY 2021, and 2.1% for SFY 
2022.  The estimated premium rates are multiplied by the estimated enrollee count; costs associated with capitation 
(administration, risk margin, and premium tax) that are not client service specific are removed for an accurate client service 
cost and utilization estimates.  The net capitation cost is then divided by the estimated client count for Factor G.

ii. Factor D' Derivation. The estimates of Factor D' for each waiver year are included in Item J-1. The basis of these estimates 
is as follows:

The Factor D' estimates are based on actual premium rates for STAR Kids MDCP (effective November 2016) trended 
forward using the "Health Consumption” price deflators (IHS Global Insight, September 2016, “Short Term Forecast for the 
U.S. Economy”) of 1.8% for SFY 2018, 2.1% for SFY 2019, 2.3% for SFY 2020, 2.4% for SFY 2021, and 2.4% for SFY 
2022.  The estimated premium rates are multiplied by the estimated enrollee count; costs associated with capitation 
(administration, risk margin, and premium tax) that are not client service specific are removed for an accurate client service 
cost and utilization estimates.  The net capitation costs are then divided by the estimated client count for Factor G'.

iii. Factor G Derivation. The estimates of Factor G for each waiver year are included in Item J-1. The basis of these estimates is 
as follows:

The average net Medicaid nursing facility cost per patient day for state fiscal year 2015 for individuals under age 21 
(according to claims payment data for state fiscal year 2015) times the average length of stay for the waiver population 
(expressed in days).  They are inflated by “Personal Consumption Expenditures” price deflators (IHS Global Insight, 
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September 2016, “Short Term Forecast for the U.S. Economy”) of 1.1% for SFY 2016, 1.7% for SFY 2017, 1.7% for SFY 
2018, 2.1% for SFY 2019, 2.1% for SFY 2020, 2.1% for SFY 2021, and 2.1% for SFY 2022.

iv. Factor G' Derivation. The estimates of Factor G' for each waiver year are included in Item J-1. The basis of these estimates 
is as follows:

The average Medicaid acute care cost per patient day for state fiscal year 2015 for individuals under age 21 residing in 
nursing facilities (according to claims payment data for state fiscal year 2015) times the average length of stay for the waiver 
population (expressed in days).  They are inflated by "Health Consumption” price deflators (IHS Global Insight, September 
2016, “Short Term Forecast for the U.S. Economy”) of 1.6% for SFY 2016, 1.7% for SFY 2017, 1.8% for SFY 2018, 2.1% 
for SFY 2019, 2.3% for SFY 2020, 2.4% for SFY 2021, and 2.4% for SFY 2022.

Appendix J: Cost Neutrality Demonstration
J-2: Derivation of Estimates (4 of 9)

Component management for waiver services. If the service(s) below includes two or more discrete services that are reimbursed separately, 
or is a bundled service, each component of the service must be listed. Select “manage components” to add these components. 

Waiver Services

Respite

Supported Employment

Financial Management Services

Adaptive Aids

Employment Assistance

Flexible Family Support Services

Minor Home Modifications

Transition Assistance Services

Appendix J: Cost Neutrality Demonstration
J-2: Derivation of Estimates (5 of 9)

d. Estimate of Factor D.

ii. Concurrent §1915(b)/§1915(c) Waivers, or other authorities utilizing capitated arrangements (i.e., 1915(a), 1932(a), Section 
1937). Complete the following table for each waiver year. Enter data into the Unit, # Users, Avg. Units Per User, and Avg. Cost/Unit 
fields for all the Waiver Service/Component items. If applicable, check the capitation box next to that service. Select Save and 
Calculate to automatically calculate and populate the Component Costs and Total Costs fields. All fields in this table must be 
completed in order to populate the Factor D fields in the J-1 Composite Overview table.

Waiver Year: Year 1 

Waiver Service/ Component
Capi-
tation

Unit # Users Avg. Units Per User Avg. Cost/ Unit
Component 

Cost
Total Cost

Respite Total: 89474245.52

Respite - Consumer Directed  per hour 3020 1142.00 11.53 39765125.20

Respite  per hour 3746 842.00 15.76 49709120.32

Supported Employment Total: 19239.66

Supported Employment-Consumer 
Directed  per hour 1 369.00 25.27 9324.63

Supported Employment  per hour 1 369.00 26.87 9915.03

GRAND TOTAL: 96904309.44

Total: Services included in capitation: 96904309.44

Total: Services not included in capitation:

Total Estimated Unduplicated Participants: 6831

Factor D (Divide total by number of participants): 14185.96

Services included in capitation: 14185.96

Services not included in capitation:

Average Length of Stay on the Waiver: 321
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Waiver Service/ Component
Capi-
tation

Unit # Users Avg. Units Per User Avg. Cost/ Unit
Component 

Cost
Total Cost

Financial Management Services 
Total:

6651742.68

Financial Management Services  per month 3102 11.00 194.94 6651742.68

Adaptive Aids Total: 211612.72

Adaptive Aids  per item 88 1.00 2404.69 211612.72

Employment Assistance Total: 11575.08

Employment Assistance  per hour 1 222.00 26.87 5965.14

Employment Assistance-Consumer 
Directed  per hour 1 222.00 25.27 5609.94

Flexible Family Support Services 
Total:

111795.91

Flexible Family Support Services  per hour 17 457.00 14.39 111795.91

Minor Home Modifications Total: 422073.87

Minor Home Modifications  per item 67 1.00 6299.61 422073.87

Transition Assistance Services Total: 2024.00

Transition Assistance Services  per item 1 1.00 2024.00 2024.00

GRAND TOTAL: 96904309.44

Total: Services included in capitation: 96904309.44

Total: Services not included in capitation:

Total Estimated Unduplicated Participants: 6831

Factor D (Divide total by number of participants): 14185.96

Services included in capitation: 14185.96

Services not included in capitation:

Average Length of Stay on the Waiver: 321

Appendix J: Cost Neutrality Demonstration
J-2: Derivation of Estimates (6 of 9)

d. Estimate of Factor D.

ii. Concurrent §1915(b)/§1915(c) Waivers, or other authorities utilizing capitated arrangements (i.e., 1915(a), 1932(a), Section 
1937). Complete the following table for each waiver year. Enter data into the Unit, # Users, Avg. Units Per User, and Avg. Cost/Unit 
fields for all the Waiver Service/Component items. If applicable, check the capitation box next to that service. Select Save and 
Calculate to automatically calculate and populate the Component Costs and Total Costs fields. All fields in this table must be 
completed in order to populate the Factor D fields in the J-1 Composite Overview table.

Waiver Year: Year 2 

Waiver Service/ Component
Capi-
tation

Unit # Users Avg. Units Per User Avg. Cost/ Unit
Component 

Cost
Total Cost

Respite Total: 91342830.68

Respite - Consumer Directed  per hour 3020 1142.00 11.77 40592846.80

Respite 
per hour

50749983.88

GRAND TOTAL: 98929197.31

Total: Services included in capitation: 98929197.31

Total: Services not included in capitation:

Total Estimated Unduplicated Participants: 6831

Factor D (Divide total by number of participants): 14482.39

Services included in capitation: 14482.39

Services not included in capitation:

Average Length of Stay on the Waiver: 321
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Waiver Service/ Component
Capi-
tation

Unit # Users Avg. Units Per User Avg. Cost/ Unit
Component 

Cost
Total Cost

3746 842.00 16.09

Supported Employment Total: 19641.87

Supported Employment-Consumer 
Directed  per hour 1 369.00 25.80 9520.20

Supported Employment  per hour 1 369.00 27.43 10121.67

Financial Management Services 
Total:

6791642.88

Financial Management Services  per month 3102 11.00 199.04 6791642.88

Adaptive Aids Total: 216056.72

Adaptive Aids  per item 88 1.00 2455.19 216056.72

Employment Assistance Total: 11817.06

Employment Assistance  per hour 1 222.00 27.43 6089.46

Employment Assistance-Consumer 
Directed  per hour 1 222.00 25.80 5727.60

Flexible Family Support Services 
Total:

114204.30

Flexible Family Support Services  per hour 17 457.00 14.70 114204.30

Minor Home Modifications Total: 430937.30

Minor Home Modifications  per item 67 1.00 6431.90 430937.30

Transition Assistance Services Total: 2066.50

Transition Assistance Services  per item 1 1.00 2066.50 2066.50

GRAND TOTAL: 98929197.31

Total: Services included in capitation: 98929197.31

Total: Services not included in capitation:

Total Estimated Unduplicated Participants: 6831

Factor D (Divide total by number of participants): 14482.39

Services included in capitation: 14482.39

Services not included in capitation:

Average Length of Stay on the Waiver: 321

Appendix J: Cost Neutrality Demonstration
J-2: Derivation of Estimates (7 of 9)

d. Estimate of Factor D.

ii. Concurrent §1915(b)/§1915(c) Waivers, or other authorities utilizing capitated arrangements (i.e., 1915(a), 1932(a), Section 
1937). Complete the following table for each waiver year. Enter data into the Unit, # Users, Avg. Units Per User, and Avg. Cost/Unit 
fields for all the Waiver Service/Component items. If applicable, check the capitation box next to that service. Select Save and 
Calculate to automatically calculate and populate the Component Costs and Total Costs fields. All fields in this table must be 
completed in order to populate the Factor D fields in the J-1 Composite Overview table.

Waiver Year: Year 3 
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Waiver Service/ Component
Capi-
tation

Unit # Users Avg. Units Per User Avg. Cost/ Unit
Component 

Cost
Total Cost

Respite Total: 93277445.56

Respite - Consumer Directed  per hour 3020 1142.00 12.02 41455056.80

Respite  per hour 3746 842.00 16.43 51822388.76

Supported Employment Total: 20055.15

Supported Employment-Consumer 
Directed  per hour 1 369.00 26.34 9719.46

Supported Employment  per hour 1 369.00 28.01 10335.69

Financial Management Services 
Total:

6938367.48

Financial Management Services  per month 3102 11.00 203.34 6938367.48

Adaptive Aids Total: 220729.52

Adaptive Aids  per item 88 1.00 2508.29 220729.52

Employment Assistance Total: 12065.70

Employment Assistance  per hour 1 222.00 28.01 6218.22

Employment Assistance-Consumer 
Directed  per hour 1 222.00 26.34 5847.48

Flexible Family Support Services 
Total:

116612.69

Flexible Family Support Services  per hour 17 457.00 15.01 116612.69

Minor Home Modifications Total: 440258.34

Minor Home Modifications  per item 67 1.00 6571.02 440258.34

Transition Assistance Services Total: 2109.90

Transition Assistance Services  per year 1 1.00 2109.90 2109.90

GRAND TOTAL: 101027644.34

Total: Services included in capitation: 101027644.34

Total: Services not included in capitation:

Total Estimated Unduplicated Participants: 6831

Factor D (Divide total by number of participants): 14789.58

Services included in capitation: 14789.58

Services not included in capitation:

Average Length of Stay on the Waiver: 321

Appendix J: Cost Neutrality Demonstration
J-2: Derivation of Estimates (8 of 9)

d. Estimate of Factor D.

ii. Concurrent §1915(b)/§1915(c) Waivers, or other authorities utilizing capitated arrangements (i.e., 1915(a), 1932(a), Section 
1937). Complete the following table for each waiver year. Enter data into the Unit, # Users, Avg. Units Per User, and Avg. Cost/Unit 
fields for all the Waiver Service/Component items. If applicable, check the capitation box next to that service. Select Save and 
Calculate to automatically calculate and populate the Component Costs and Total Costs fields. All fields in this table must be 
completed in order to populate the Factor D fields in the J-1 Composite Overview table.

Waiver Year: Year 4 
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Waiver Service/ Component
Capi-
tation

Unit # Users Avg. Units Per User Avg. Cost/ Unit
Component 

Cost
Total Cost

Respite Total: 95344119.88

Respite - Consumer Directed  per hour 3020 1142.00 12.29 42386243.60

Respite  per hour 3746 842.00 16.79 52957876.28

Supported Employment Total: 20475.81

Supported Employment-Consumer 
Directed  per hour 1 369.00 26.89 9922.41

Supported Employment  per hour 1 369.00 28.60 10553.40

Financial Management Services 
Total:

7090551.60

Financial Management Services  per month 3102 11.00 207.80 7090551.60

Adaptive Aids Total: 225573.92

Adaptive Aids  per item 88 1.00 2563.34 225573.92

Employment Assistance Total: 12318.78

Employment Assistance  per hour 1 222.00 28.60 6349.20

Employment Assistance-Consumer 
Directed  per hour 1 222.00 26.89 5969.58

Flexible Family Support Services 
Total:

119176.46

Flexible Family Support Services  per hour 17 457.00 15.34 119176.46

Minor Home Modifications Total: 449920.41

Minor Home Modifications  per Item 67 1.00 6715.23 449920.41

Transition Assistance Services Total: 2154.21

Transition Assistance Services  per year 1 1.00 2154.21 2154.21

GRAND TOTAL: 103264291.07

Total: Services included in capitation: 103264291.07

Total: Services not included in capitation:

Total Estimated Unduplicated Participants: 6831

Factor D (Divide total by number of participants): 15117.01

Services included in capitation: 15117.01

Services not included in capitation:

Average Length of Stay on the Waiver: 321

Appendix J: Cost Neutrality Demonstration
J-2: Derivation of Estimates (9 of 9)

d. Estimate of Factor D.

ii. Concurrent §1915(b)/§1915(c) Waivers, or other authorities utilizing capitated arrangements (i.e., 1915(a), 1932(a), Section 
1937). Complete the following table for each waiver year. Enter data into the Unit, # Users, Avg. Units Per User, and Avg. Cost/Unit 
fields for all the Waiver Service/Component items. If applicable, check the capitation box next to that service. Select Save and 
Calculate to automatically calculate and populate the Component Costs and Total Costs fields. All fields in this table must be 
completed in order to populate the Factor D fields in the J-1 Composite Overview table.

Waiver Year: Year 5 
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Waiver Service/ Component
Capi-
tation

Unit # Users Avg. Units Per User Avg. Cost/ Unit
Component 

Cost
Total Cost

Respite Total: 97442335.52

Respite - Consumer Directed  per hour 3020 1142.00 12.56 43317430.40

Respite  per hour 3746 842.00 17.16 54124905.12

Supported Employment Total: 20903.85

Supported Employment-Consumer 
Directed  per hour 1 369.00 27.45 10129.05

Supported Employment  per hour 1 369.00 29.20 10774.80

Financial Management Services 
Total:

7246147.92

Financial Management Services  per month 3102 11.00 212.36 7246147.92

Adaptive Aids Total: 230524.80

Adaptive Aids  per item 88 1.00 2619.60 230524.80

Employment Assistance Total: 12576.30

Employment Assistance  per hour 1 222.00 29.20 6482.40

Employment Assistance-Consumer 
Directed  per hour 1 222.00 27.45 6093.90

Flexible Family Support Services 
Total:

121817.92

Flexible Family Support Services  per hour 17 457.00 15.68 121817.92

Minor Home Modifications Total: 459795.54

Minor Home Modifications  per item 67 1.00 6862.62 459795.54

Transition Assistance Services Total: 2199.45

Transition Assistance Services  per year 1 1.00 2199.45 2199.45

GRAND TOTAL: 105536301.30

Total: Services included in capitation: 105536301.30

Total: Services not included in capitation:

Total Estimated Unduplicated Participants: 6831

Factor D (Divide total by number of participants): 15449.61

Services included in capitation: 15449.61

Services not included in capitation:

Average Length of Stay on the Waiver: 321
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